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CARCINOMA OF THE STOMACH 


BY 


B. F. SWYNNERTON, D.M., M.R.C.P. 
Late Senior Medical Registrar, Radcliffe Infirmary, Oxford 


AND 


S. C.. TRUELOVE, M,D., M.R.C.P. 
Assistant Physician in the Nuffield Department of Clinical Medicine, Oxford 


Carcinoma of the stomach is one of the commonest 
neoplasms, and in 1949 accounted for the death of 
8,096 men and 6,157 women (Registrar-General, 1951). 
It carries a bad prognosis, but examination of the 
literature reveals considerable discrepancies from one 
medical centre to another. We have therefore reviewed 
the experience of the Radcliffe Infirmary, which is well 
suited to this form of clinical study. Not only has it an 
efficient records department and a high standard of 
note-taking, but also, except in a few special branches 
of medicine, it functions as a community hospital and 
its patients are representative of the major illnesses in 
the area. 

We have studied the case notes of all in-patients who 
were diagnosed as suffering from gastric carcinoma 
during the period 1938-49 inclusive, and have followed 
their progress. With the help of Miss Eva Spitz, almoner 
to the Nuffield Department of Clinical Medicine, and by 
making use of various sources of information—patients, 
relatives, friends, family doctors, food offices, and 
registrars of births and deaths—we have obtained 
satisfactory follow-up data in every case. The length 
of follow-up varies from 1 to 13 years. 

Age and Sex.—Nearly twice as many men as women 
were admitted with the disease. In both sexes the peak 
case incidence occurs in the sixties, which is somewhat 
later than is given by many writers. From Table I, 
which sets out the distribution of cases by age and sex, 
it will be seen that gastric carcinoma is uncommon below 
the age of 30. Relatively more of the men develop ‘the 
disease below the age of 60 (49% of the men, as opposed 
to 39% of the women). However, the difference is only 
at the-borderline of statistical significance, so that it 
is of doubtful importance, particularly as the general 


TaBLeE I.—Case Distribution by Age and Sex 

















po Male Female Totals 
roup 
No. % No. % No. % 
Under 30 ‘ 4 1-7 3 2-1 7 1-9 
30-39 .. ¥ 9 3-9 9 6:3 18 48 
40-49... ah 44 18-9 16 11-3 60 16-0 
50-59... aa 57 24-5 27 19-0 84 22-4 
0-69 =. 33 85 36-5 59 41-5 144 38-4 
70 and over oa 34 14-6 28 19-7 62 16-5 
233 100 ; 142 100 375 100 




















population contains a preponderance of women in the 
over-60 age groups. 

Length of History—The time between the onset of 
symptoms and admission to hospital varies greatly. Of 
every 100 patients, 46 were admitted within six months 
of their first symptoms, 36 between six months and two 
years, and 18 more than two years after. There was 
no difference between men and women. If age is taken 
into account, it is found that a significantly higher 
proportion of the patients over 60 reach hospital within 
six months of their first symptoms (Table II). We think 




















TaBLe II 
A No. of | No. with History] ene 
° % ‘or 
“i Patients 6 Months of Difference 
Under6o... 169 63 37-3 eon 
Over60 si: | 201 | 106 | 52-4 I} IS1£5-1 





that this is most probably due to the fairly wide recog- 
nition that dyspeptic symptoms in elderly patients are 
likely to be caused by malignant disease, so that they 
are investigated early. 

Site of Lesion.—The precise site of the lesion was 
unknown in 34 patients, but in the remaining 341 it 
was as follows : pyloric end, 198 (58.1%); body, 73 
(21.4%); cardiac end, 41 (12%); diffuse infiltrating, 
29 (8.5%). 

Age and sex have little influence on the site of the 
lesion. The only significant difference found was a 
higher incidence of the diffuse infiltrating form among 
the younger age groups; this occurred in 14% of the 
under-60 age group, as against 3.8% of older patients. 
Here we are dealing with a more invasive type of the 
disease rather than with its site, so that this difference 
is probably an example of the general finding that 
carcinoma is less invasive in elderly people. 


Symptomatology 


For early diagnosis a knowledge of symptomatology is 
of the utmost importance. The first symptom is one which 
deserves attention, and Table III shows a rough grouping 
of such symptoms in 371 patients in relation to the site of 
the neoplasm. (In the remaining four, carcinoma of the 
stomach was found at necropsy, the patients nage * = 
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admitted for some other condition.) It will be seen that in 
more than four out of every five patients the first symptom 
is one related to the gastro-intestinal tract. There is some 
indication that neoplasms of the fundal end of the stomach 
are more likely: than others to present with constitutional 
symptoms (anaemia, weakness, lassitude, fever), but the 
difference is not striking. 


Tasie III.—First Symptoms in Relation to Site 











Pyloric | Body | Cardiac| Diffuse A. Totals 
First 
Symptoms No No. No. No. No No. 
of |}% | of |% | of |% | of | % | of | % | of % 
Pts Pts. Pts. Pts Pts Pts.) “° 
Symptoms re- 
lating to G.I. 


tract —... {174 | 88-8) 58 | 80-6) 29 | 70-7] 24 | 82-8] 25 | 75-8/310 | 83-6 
Constitutional | 18 | 9-2) 12 | 16-7] 11 | 26-8) 3 |10-3) 7 [21-2) 51 | 13-7 


Due to secon- 
daries a 4/20) 2/ 28) 1] 24) 2] 69) 1] 3-0) 10} 2-7 
196 }100 | 72 |100 | 41 {100 | 29 |100 | 33 }100 /371 |100 












































Note: Four patients with no symptoms are excluded. 


Of the 310 patients with symptoms classified as relating 
to the gastro-intestinal tract, 219 first complained of “ indi- 
gestion.” Less common first symptoms were vomiting (31 
patients), constipation or diarrhoea (13), anorexia (11), lower 
abdominal pain (10), dysphagia (9), abdominal swelling (5), 
haematemesis or melaena (5), a palpable Iump (3), perfora- 
tion (3), and hiccup (1). Although a majority of. patients 
present with “ indigestion,” this is extremely variable in its 
form, and includes slight epigastric discomfort or belching, 
epigastric pain related to meals, and continuous epigastric 
pain. 

We have attempted to analyse the symptoms in more 
detail, particularly with respect to the dyspeptic group. 
Table IV shows in relation to the site of the lesion the 
main varieties of dyspepsia which occurred early in the 
patients’ history, although they were not in all cases the 
first symptoms. 


Taste IV.—Analysis of Early Dyspeptic Symptoms (251 Patients) 











Pyloric | Body | Cardiac | Diffuse Totals 
aan ey 4 8 5 53 (21-1%) 
Ulcer et: a ae 14 4 6 66 (26-32) 
Pain meals unre- 
lieved by food and 
kalis or 7 26 7 3 1 37 (14-7%) 
Long history of vague 
dyspepsia .. .. 16 6 4 3 29 (11-6%) 
Continuous pain ing 21 19 4 3 47 (18-77%) 
Pyloric stenosis os 16 1 0 2 19 (7-6%) 
157 51 23 20 251 (100%) 




















* Mild symptoms include vague abdominal discomfort, fullness, belching: 


regurgitation, etc. 


It will be seen that any type of dyspepsia can occur with 
neoplasms in any situation within the stomach. Symptoms 
suggesting pyloric stenosis occur mainly in lesions of the 
pyloric end and, less commonly, in diffuse infiltrating lesions. 
Continuous epigastric pain was experienced more frequently 
with carcinoma of the body than with lesions elsewhere. 
But, with the exception of the symptoms of pyloric stenosis, 
the most striking fact about the findings is that the site 
exerts little influence on the type of dyspepsia met with 
early in the course of the disease. It is also worth noting 
that, although carcinoma of the pyloric end is very common, 
the picture of pyloric stenosis is found in only 10% of such 
cases during the early stages. 

Dyspeptic symptoms are experienced by a larger number 
of patients at the time of their admission to hospital, and 
continuous epigastric pain and the pyloric stenosis syndrome 
are more commonly found, between them accounting for 
50% of the dyspeptic symptoms. In other words, between 
the early stage of the disease and admission to hospital the 


symptomatology has changed towards the conventional 
“textbook picture” of carcinoma of the stomach. 

Dysphagia—This is a fairly common symptom in car- 
cinoma of the cardiac end of the stomach, and *may 
occasionally occur with neoplasms in other situations. As 
an early symptom it was present in nine patients, eight 
of whom had a fundal neoplasm and one a carcinoma of 
the body. By the time of admission to hospital 13 of 
the 41 patients with fundal carcinomata and 4 patients 
with lesions elsewhere had dysphagia. 

Haematemesis and Melaena.—Although rarely found as 


_an initial symptom, frank bleeding from the gastro-intestinal 


tract is common. in carcinoma of the stomach. Recogniz- 
able haematemesis or melaena occurred in 77 of the 375 
patients, and were prominent symptoms in 28. It is 
sometimes held (for example, Harnett, 1947) that bleeding 
occurs most commonly from growths at the cardiac end. 
In the present series the site of the lesion appeared to have 
little influence on the liability to bleed. . 

Perforation—There were eight cases of perforation, of 
which two occurred in hospital while the patients were 
under investigation. In three patients the perforation was 
the first symptom, and there was no previous history of 
dyspepsia. During the same period (1938-49) approxi- 
mately 563 cases of perforation of the stomach or duodenum 
from all causes were treated in the Radcliffe Infirmary. 
Doll (1950) found 17 cases of perforated gastric carcinoma in 
a series of 452 gastric and duodenal perforations. He found 
that in a proportion of cases the diagnosis at operation was 
that of a simple lesion, and that the diagnosis of carcinoma 
was made only subsequently. Had all cases of perforation 
at the Radcliffe Infirmary been followed up in a similar 
manner it might well be that more cases of carcinoma would 
have been found. 


Physical Examination 


The physical examination may or may not be helpful in 
establishing the diagnosis of gastric carcinoma. The pre- 
sence of an epigastric mass is of course strongly in its favour. 
In this series a mass was palpated on admission to hospital 
in nearly half the patients. A mass was found in 159 
(54.1%) of the 294 patients with a “ positive history,” and 
in 19. (23.5%) of 81 patients with negative histories. (We 
defined a “positive history” as one which to us was 
suggestive of gastric neoplasm.) 

It may be that this difference is mainly due to the more 
thorough abdominal examination of patients with histories 
suggestive of gastric neoplasm, but another explanation may 
also be valid—namely, that many gastric carcinomata may 
not give rise to dyspeptic symptoms until they are large 
enough to be palpated. 


Associated Conditions 


Chronic Gastric Ulcer—tIn 26 of the 375 patients there 
was some evidence that the neoplasm might have arisen 
from a simple gastric ulcer. The relationship of ulcer to 
carcinoma is a controversial one, and we have discussed the 
evidence derived from the present series in a separate paper 
(Swynnerton and Truelove, 1951). For the moment it must 
serve to remark that we believe a minority only of these 26 
patients were truly examples of “ ulcer-cancer.” 

Pernicious Anaemia.—While some workers, such as 
Kaplan and Rigler (1945, 1947), believe that patients with 
pernicious anaemia are unduly prone to develop carcinoma 
of the stomach, others, such as Wilkinson (1945), disagree 
with this view. Among the 375 patients of the present 
series, four had a history of pernicious anaemia which 
clearly antedated the development of their carcinoma. 
Pernicious anaemia is an uncommon condition, so that 
these results, though by no means conclusive in them- 
selves, conform with the findings of Kaplan and Rigler. 

Double Carcinoma.—Carcinoma of the stomach was not 
the only malignant neoplasm experienced by five of the 
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patients, if we include their past histories. The relevant 
details of the other neoplasms were: 

(1) Man aged 57: Papilliferous adenocarcinoma of kid- 
mey, removed three years previously. (2) Man aged 60: 
Adenocarcinoma, Broders’s grade II of descending colon, 
removed five years previously. (3) Man aged 67 : Polypoid 
carcinoma of recto-sigmoid junction concurrently. (4) Man 
aged 66 : Squamous-cell carcinoma of tongue, concurrently. 
(5) Woman aged 61: “Squamous-cell carcinoma of left 
nipple (Paget’s. disease), concurrently. 

It has been stated that the incidence of multiple primary 
carcinoma is higher than would be accounted for ‘by chance. 
Barrett, Miller, and Fessenmeyer (1949) quote 14 authorities 
whose figures vary from 0.3 to 6.8%, with an average inci- 
dence of 1.8% of all cancer cases. 


Investigations 
Radiology: Barium Meal 

A barium meal is the most accurate single investigation 
in the diagnosis of carcinoma of the stomach. Among the 
present series, 297 patients were investigated by this method, 
and the radiologists reported a gastric abnormality in 90.5% 
of these at the first examination. If we include repeat 
examinations the figure rises to 95.6%. In 7.4% of cases, 
although an abnormality was detected, the radiologist did 
not interpret the findings as suggesting carcinoma. This 
should not detract from the value of the method, because 
it is the duty of the clinician to make the diagnosis; evi- 
dently in 83.1% the radiologist was able to state after the 
first examination that the lesion was probably malignant. 


Fractional Test Meal 

The fractional test meal is widely used as a diagnostic 
measure. It was performed in 183 patients. Table V shows 
the results according to the following arbitrary classifica- 
tions: (1) achlorhydria; (2) hypochlorhydria—with peak 
values less than 20 ml. N/10 HCI per 100 ml. ; (3) normal— 
20-60 ml.; and (4) hyperchlorhydria—over 60 ml. 

It will be seen that achlorhydria is a common finding, 
but that one in every four patients has normal or unusually 
acid gastric secretions. The findings are similar in the two 
sexes. 

It is interesting to compare these results with those 
obtained in simple gastric ulcer and duodenal ulcer. The 
results for the latter were obtained by selecting in sequence 
from the Radcliffe Infirmary records 100 cases in which 
the diagnosis appeared certain (Table V). The comparison 


TaBLe V.—Results of Fractional Test Meal in Gastric Carcinoma, 
Simple Gastric Ulcer, and Duodenal Ulcer 

















Gastric 
G.U. D.U. 
Gano (100 Cases) (100 Cases) 
Achlorhydria ‘ia 58°5% 11% = 
Hypo orhydria .. 15-3% 14% 0% 
Normal... 21-3%5 56% 55% 
Hope thlothydria 4+ 3 19% 438 





shows that, even on a single test meal, the occurrence of 
achlorhydria or hypochlorhydria is rare in duodenal ulcer. 
The practical importance of this finding arises from the 
circumstance that juxtapyloric lesions may be impossible 
to locate with exactitude on radiological grounds in the 
duodenum or pyloric antrum. 

By contrast, achlorhydria or hypochlorhydria is found 
in one of four patients with simple gastric ulcer. In 
distinguishing between simple gastric ulcer and carcinoma 
it is clear that the fractional test meal has only limited 
value: on the one hand, the occurrence of achlorhydria 
would weigh in favour of carcinoma; on the other, and 
more important, the finding of normal or hyperchlorhydric 
gastric secretion is no bar to the diagnosis of: carcinoma. 
This latter conclusion is well known to workers in the field 
of gastro-enterology but is not yet sufficiently appreciated 
by the medical profession as‘a whole. 


Occult Blood ° 
Stools were examined for occult blood in 157 patients. 
Occult blood was present in large or moderate amounts in 
84%, and half the remainder showed a trace. The chief 
value of this test appears to be the focusing of attention 
on the gastro-intestinal tract in cases of anaemia and others 
without dyspeptic symptoms. 


Gastroscopy 


Gastroscopy was normally carried out only when there 
was some doubt about the diagnosis. In the 33 patients so 
examined the results were as follows: right diagnosis, 21 ; 
wrong diagnosis, 5; failed or unsatisfactory, 7. 


Treatment and Prognosis f 
Table VI shows the prognosis for the whole series. It 
will be seen that the picture is a gloomy one. Four out 
of five patients are dead within a year of admission to 
hospital, and 19 out of 20 within five years. There is no 
appreciable difference bétween men and women. 


TaBLe VI.—Percentage Survival Rates of the Whole Series 











Length of Totals 

Follow-up No No. Alive % Alive 
1 year 375 80 21-3 
2 years 322 36 11-2 
s: 282 26 9-2 
ae 238 16 67 
ae 196 11 56 
S's 173 8 46 
7 ” 151 5 3-3 














More useful information arises from constructing separ- 
ate survival curves for the groups treated by radical surgery 
and all others (Table VII and Fig. 1). 


TaBLe VII.—Prognosis in Resected Group Compared with that of . 
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Resected Group Remainder 
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No. | Aime | afve | No | Alte | alfve 

lyear .. ocd 114 60 52-6 261 20 17 
2 years .. +e 87 32 36°8 235 a 1-7 
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LENGTH OF FOLLOW-UP IN YEARS 
Fic. 1.—Percentage survival rates in gastric carcinoma. 
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Although the two groups are not strictly comparable in 
that patients treated by resection are those in whom no 


. widespread metastasis. was found, the difference between 


them is so striking that it is fair to conclude that radical 
surgery offers the only chance of prolonged survival. 

The non-resected group includes .46 patients who were 
treated by palliative operation and 76 who were explored 
and for whpm nothing was done. Their survival rates do 
not differ greatly from patients receiving no treatment. 
There is some indication that palliative surgery may pro- 
long life; but our numbers are small, and it seems likely 
that palliative surgery has no great influence on expecta- 
tion of life, although it may be called for to relieve 
symptoms. 

The high rate of fatality during the first year after re- 
section is partly due to a considerable fatality rate in the 
immediate post-operative period (22%). It is evident that 
this must be included in any judgment of the value of 
surgery. Nevertheless, it is of some value to show the 
survival rates of those patients who survive operation 
(Table VII}, for two reasons: 

(a) Many writers base their conclusions on the survival 
rates of patients who live beyond the immediate operation 
period. Although we regard this as an erroneous method 
of presenting the results of surgery, particularly when it is 
used in isolation, no comparison with their results is 
possible unless similar data are presented. 

(6) It is reasonable to suppose that, with improved pre- 
operative and post-operative care arising from such circum- 
stances as the widespread use of antibiotics, developments 
in anaesthesia, and the application of biochemical know- 
ledge, the immediate post-operative fatality may decline and 
the prognosis for the resected group as a whole may in 
future approximate to that of the patients who survive 
operation. 


Taste VIII.—Prognosis in Resected Group, Excluding Post- 
operative Deaths 
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Length of Follow-up No. No. Alive % Alive 

1 year - A 89 60 67-4 

2years.. ma 68 32 47-1 

mo oe ee 59 23 39-0 

o) « se a2 46 14 30-4 

- ee ‘F al 34 10 29-4 
Resectability 


Altogether, 236 patients were submitted to laparotomy— 
an operation rate of 63%. It is, however, unfortunate that 
only 114 of the 375 patients (30%) were judged suitable for 
resection. During the time covered by our study the pro- 
portion of patients treated by resection increased from 22.7% 
in the first half of the time to 35.7% in the second. Table 
[IX shows that an increased proportion of all age groups 
were treated by resection during the second period, and 
the most striking difference is shown in the patients aged 70 
and over. We are unable to assess with any precision the 
extent to which this increased resectability rate was due to 
earlier diagnosis or to bolder surgery. _Whether the recent 
increased resection rate will be justified by long-term results 
must await later study. 


Taste [X.—Percentage of Patients Treated by Radical Resection 
in Relation to (a) Age, (b) Period of Time 














1933-43 1944-50 
Gree R % R R Re- 
roup e- % Re- e % 

No. | sected | sected | N | sected | sected 
Under 50 in 39 10 25-6 46 20 43-5 
50-59... os 32 8 25-0 $2 22 42:3 
aoe .. ow 59 16 27-1 85 29 34-1 
70 and over de 21 0 41 9 22-0 
Totals ee 151 34 22:5 224 80 35-7 























Length of History and Prognosis 
It is axiomatic in clinical medicine that the sooner a 
diagnosis of malignant disease is made the more likely is 
surgical resection to effect a cure. We were therefore 
interested to’ break down the “resected group” into sub- 


groups according to the 
length of history (Table 
X, Fig. 2). Although 26 
the numbers are small 


LENGTH OF HISTORY 
GM More than 2 years 


the differences between 99- 6 months - 2 years 
the three groups are Wy 


4 : Less than 6 months 
quite definite, and prog- 807 
nosis appears to im- 70 4 : : 
prove with increasing 
length of history. This  9- 
is well shown by con- 
sidering three-year sur- 507 
vivals only,»as in Table 
XI, where the differ- 47 
ences between the three 30- 
groups are highly 
significant. 20 - 
This result is at first 10 
sight surprising, because 
it might be taken to 4g s ; 
indicate that early diag- 
ous. There are several relation to length of history of 
more probable explana- patients treated by resection. 
tions of this seem- , 
ing paradox, such as: (a) The patients with long histories 
may be examples of slowly growing malignant disease, in 
which secondary spread is slow. (5) The patients with long 
histories may contain a high proportion of the so-called 
“ulcer-cancers” with a good prognosis. (c) The patients 
with long histories may have been misdiagnosed, through 
simple peptic ulcers having been mistaken for malignant 
disease. 








4, 





TaBLe X.—Survival Data in Relation to Length of History 









































Length of History 
Length of Under 6 Months |6 Months-2 Years} Over 2 Years 
Follow-up - oe - 
oO. oO. oO. 
No. Alive No. Alive No. Alive 
lyear .. oe 47 17 42 24 25 19 
OO ae 34 5 29 13 24 14 
S ¢ ‘ 26 2 22 8 24 13 
4+, 23 1 14 3 20 10 
S « 20 1 10 3 13 6 
TaBLe XI.—Three-year Survival Figures 

Length of History | No. No. Alive % 
Less than 6 months es 26 2 7-7 
6 months to 2 years 22 8 36-4 
Over 2 years es 24 13 54-2 











x? = 12-683. n=2. P <0-01. 


We were therefore driven to re-examine our data in the 
light of these and other possibilities. So far as misdiagnosis 
is concerned, further scrutiny of our data did not suggest 
that the criteria governing diagnosis were different in the 
various subgrotps. With respect to the possibility that the 
patients with long histories were examples of “ ulcer- 


“cancers,” it is worth mentioning that there were 10 patients 


in the resected group in whom there was some evidence 
that the carcinoma might have arisen in a simple ulcer. In 
one of these the carcinoma was found at operation to be 
quite distinct from a chronic ulcer, and a number of the 
remaining nine may have been examples of ulceration in 
a carcinoma for reasons which we have presented separately. 
However, even if we assume that all the nine patients were 
true examples of “ ulcer-cancer” this circumstance does not 
account for the relationship between length of history and - 
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prognosis, because if these nine patients are excluded the 
findings are unaltered (results not shown). 

It will be recalled that in an earlier section it was shown 
that a significantly higher proportion of patients over 60 
years of age were admitted with a short history. It is there- 
fore possible that the poor prognosis of the patients with 
a short history might be due to their being unduly loaded 
with elderly patients, who are bad operative risks.. That 
the elderly are less able to withstand operation is shown by 
the following figures for the group treated by resection: 


Age No. Post-operative Deaths 
Under 60 ‘si sf 60 oi - 10 (16-7%) 
Over 60 aa ve 54 ei ns 15 (278%) 


We have therefore subdivided our data with respect to 
length of history and three-year survival rates to show 
what happens in two main age groups (Table XT). 




















TABLE XII 
Length of History 
Under 6 Mths. / Over 
Age of 6 Mths. to 2 Yrs. 2 Yrs. Totals 
Patient 
No. No. No. No. 
No. | Sur- | No. | Sur- | No. | Sur- | No. | Sur- 
viving viving viving viving 
Under 60 .. 8 1 14 7 17 7 39 15 
Over 60 .. 18 1 8 1 7 6 33 8 





























Although the numbers are small they are consistent, and 
they indicate that the length of history is a more important 
prognostic sign than the age of the patient. Indeed, if we 
exclude post-operative deaths we are left with the follow- 
ing figures for three-year survivals: 


Age No. Surviving Operation No. Surviving 3 Years 
Under 60 i aia 35 is i 15 (42-9%) 
Over 60 A ee 24 ad ‘5 8 (33-3%) 


It will be seen that, although the older group of patients 
had a worse prognosis than the younger, the difference is 
not great. 

The further possibility existed that the length of history 
might vary according to the site of the carcinoma within 
the stomach, and thus explain the association between 
length of history and prognosis. We have therefore 
analysed our data with respect to both length of history 
and site of lesion. The pyloric subgroup, which is the only 
sizable collection of patients, shows a marked association 
between the length of history and prognosis, which agrees 
with our finding for the resected group as a whole. The 
numbers in the other subgroups are small, but those for 
body of stomach are sufficient to show the same trend. 
We are therefore consistently finding that. the longer the 
history the better the prognosis among the resected group. 
It is clear that the age distribution of the patients, the site 
of the lesion, and. the possibility of “ulcer-cancer” do not 
serve to explain the good prognosis of patients with a long 
history in the resected group, and we believe that this 
association is due to the occurrence of slow-growing 
carcinomata. 

We might therefore expect a close association between 
the length of history and the grade of malignancy as judged 
by Broders’s classification. The figures in Table XIII show 
no such correlation. 














Tasie XIII 
Broders’s Classification 
Length of History 
I and Il Ill and IV 
Under6 months .. .. “17 30 
6 months-2 years .. - 13 28 
Over 2 years .. . “ 9 17 








Likewise, if the three-year survivals are related to both 
length of history and Broders’s classification it is found 
that the length of history is much the more important 
factor in determining prognosis (results not shown). 


Discussion 


An outstanding finding in the present study is the 
marked prognostic significance of length of history 
among the patients treated by surgical resection. The 
longer the history the better the prognosis in this group 
of patients. For reasons which we have given, we believe 
that this finding is due to the likelihood that the neoplasm 
is a slow-growing one if symptoms have lasted for more 
than two years and the growth is still suitable for 
resection. 

We are not the first to uncover this association, for 
several workers from the Mayo Clinic have come to the 
same conclusion. For example, Balfour (1937) reported 
that patients with a history of less than six months who 
survived resection had a five-year survival rate of 25% 
as opposed to one of 35% among patients with a history 
of more than one year, and similar findings were recorded 
in the later study by Walters, Gray, and Priestley (1942). 
Our findings are in the same direction, but the prog- 
nostic influence of length of history seems to be more 
pronounced. To some extent this may be due to the 
smaller numbers with which we have dealt. 

This finding should not be taken to indicate that early 
diagnosis is of little consequence. On the contrary, 
we believe that every effort should be made to shorten 
the time between onset of symptoms and the making 
of the diagnosis. It is important to bear in mind that the 
improved prognosis with greater length of history applies 
only to the group of patients treated by resection. Our 
main concern must be with the prognosis of the whole 
group of patients with carcinoma of the stomach. Most 
patients are not suitable for resection by the time they 
are admitted to hospital, and when considering the good 
prognosis of the small group with a long history still 
fit to have a resection we must bear in mind that they 
are the residue of a much larger group, the majority of 
whom have died or have become unfit for operation 
before that amount of time has elapsed. 

Early diagnosis is not easy. The symptoms are ex- 
tremely variable, although it is fortunate that the great 
majority of patients have early symptoms referable to 
their gastro-intestinal tract, with some form of “ indi- 
gestion ” as the commonest manifestation. No reliance 
can be placed upon the type of indigestion, and physical 
examination 1s useless for early diagnosis. Undoubtedly, 
a barium meal is the surest way of demonstrating the 
presence of a neoplasm, and ideally it should be carried 
out as a routine in all patients over 40 who develop 
indigestion. (We find ourselves in sympathy with Jen- 
nings (1947), who, writing at a time of milk-rationing, 
remarked that “. . . the effect of demanding an x-ray 
diagnosis before signing a certificate for extra milk 
should lead to earlier cases being discovered.”) If the 
barium meal is negative and the indigestion persists, 
further barium meals should be carried out. Gastro- 
scopy may be useful as an ancillary to the barium meal, 
particularly in cases with some doubt about the diagnosis, 


Summary 


During the 12-year period 1938-49 inclusive, 375 
patients with carcinoma of the stomach were treated in 
the Radcliffe Infirmary. Adequate follow-up data have 
been obtained for all of them. 

Nearly twice as many men as women were admitted, 
and in each sex the peak case incidence occurred in the 
sixties. 
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There was great variation in the length of history 
before admission to hospital. Nearly half were admitted 
within six months of their first symptom, while at the 
other extreme nearly one in five had symptoms lasting 
for more than two years. 

The commonest site of neoplasm was the pre-pyloric 
region and the least common the fundus.. 

More than four dut of every five patients began their 
illness .with symptonis referable. to the gastro-intestinal 
tract, the majority suffering from some form of “ indi- 
gestion.” The type of indigestion was extremely 
variable. 

An epigastric mass was felt in about half the patients 
by the time of admission to hospital. 

A barium meal is the most accurate single diagnostic 
procedure. In nine out of ten patients the radiologists 
reported a gastric abnormality at the first examination, 
and in more than four out of five correctly interpreted 
the findings. 

Achlorhydria was a common finding, independent of 
the age of the patient or the site of the neoplasm. On 


the other hand, normal or unusually acid secretions 


were found in one out of four patients, so that such 
findings should not be regarded as any bar to the 
diagnosis of gastric carcinoma. 

Most patients had occult blood in their stools. 


Laparotomy was carried out in 63% of the patients / 


and resection of the growth in 114 (30% of the total 
375). An increased proportion in all age groups were 
treated by resection during the second half of the period 
covered by this study. 

Resection offers the only hope of prolonged life. For 


‘example, nearly a quarter of the resected group were 


alive after five years, compared with less than 1% of the 
remainder. 

Among the resected group, the outstanding factor 
influencing prognosis was the length of history. Some- 
what unexpectedly, the prognosis was found to improve 
with increasing length of history. The age distribution 
of the patients, the site of the lesion, and the possibility 
of “ ulcer-cancers ” do not explain this finding, and we 
conclude that it is due to the occurrence of slow- 
growing carcinomata. 

We wish to thank the physicians and surgeons of the Radcliffe 
Infirmary for permission to make this study. We are grateful 
to the records officer, Miss Coombs, and her staff for their 
assistance: and to Miss Eva Spitz for her help in completing 
the follow-up of patients. Dr A. H. T Robb-Smith and Dr. 
Hugh Cow2:!I very kindly confirmed the histological classification 
in a number of cases. Clerical expenses were met by a grant from 
the Division of Medicine, Radcliffe Infirmary. 
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The Ministry of Transport has just issued a notice (M.358) 
to shipowners and masters on the cleansing of fresh-water 
tanks and filters, and recommending the avoidance of sea 
water in washing up and cooking, especially when near a 
coast or in harbour. Filters do not guarantee bacteriologi- 
cal sterility, and need cleaning at least once a month. 
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A SURVEY OF 17,301 PRESCRIPTIONS 
ON FORM E.C.10 


BY 
D. M. DUNLOP, M.D., F.R.C.P. 


Assisted by T. L. HENDERSON, M.B., Ch.B., M.R.C.P.Ed., 
and R. S. INCH, M.B., Ch.B., M.R.C.P.Ed. 


(From the Department of Therapeutics, University of 
Edinburgh, and the Clinical Laboratory, Royal Infirmary, 
Edinburgh) 


The relative frequency with which different drugs are 
prescribed and the form in which they are dispensed is 
always a matter of interest to a department of thera- 
peutics. In consequence the offer of a large number 
of representative prescriptions for analysis was gladly 
accepted. These forms (E.C.10) had already been 
passed by the Pricing Bureau, and, so that the investiga- 
tion should be entirely anonymous, the prescriber’s name 
had been deleted before the prescriptions were submitted 
for analysis. 
Material and Method 

The prescriptions surveyed covered the month of 
September, 1949. They had previously been divided 
by the Prescribing Committee as coming from three 
main areas in England, the distinction between fhe areas 
being based on supposed social or financial differences. 
The areas were classified as follows: (1) prosperous 
residential ; (2) industrial ;. and (3) mixed suburban. 
Each area included four to six districts of dissimilar 
geographic and administrative distribution. For 
example, the industrial area represented industrial dis- 
tricts in the North, Midlands, and West of England. 
The choice of areas and the districts which they 
included were arranged by the Central Prescribing Com- 
mittee in such a way as to ensure the widest possible 
scatter. 

In each district the prescriptions came from one 
chemist only (four to six chemists per area). In con- 
sequence the number of doctors whose prescriptions 
are represented in this survey is smaller than we could 
have wished. As has been stated, the prescriptions were 
all anonymous, so that the exact number of doctors 
involved is impossible of computation, but is certainly 
not fewer than 140. 

The number of E.C.10 forms submitted for analysis 
was 11,435, but as there were often several prescriptions 
on a single form the total number studied was 17,301. 
No practitioners’ oraers for stocks (Form E.C.10A) were 
submitted, and the survey gives no indication of the 
drugs dispensed personally by doctors. 

All the information given on each form was tabulated 
on specially prepared sheets, each sheet containing 14 
main headings and 45 subheadings. The information 
so derived was then transferred to punch cards. The 
prescriptions from each area were kept separate so as 
to allow of a comparison being made between them. 
Certain drugs which were only rarely prescribed were 
tabulated on a separate sheet and were not transferred 
to punch cards. This latter group comprised 412 items, 
representing 18 different preparations. 


Results : (1) Proprietary or Non-Proprietary 
Each prescription was classified as representing a pro- 
prietary or non-proprietary preparation. When the pre- 
scription contained both it was classified according to the 
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predominating preparation. This was not always an easy 
choice to make, but as the number of such prescriptions 
was very small any resulting error is insignificant. It will 
be seen from Table I that there was a considerable variation: 


TaBLE I.—Absolute Figures and Percentages 





Areas 
Residential | Industrial | Mixed | a 


Proprietary -» | 1,455 Q79 1,323 (219 790 (149 3,568 (219 
Non-proprietary .. | 3,821 (73%) | 4,985 (3569) 4,927 te 13,733 £23653 























in the proportion of proprietary and non-proprietary pre- 
parations prescribed in the different areas. As might be 
expected, a much higher proportion of elegant and expen- 
sive proprietary preparations were prescribed in the prosper- 
ous residential than in the industrial area. A higher pro- 
portion of. such prescriptions, however, occurred in the 
industrial than in the mixed suburban area. In consequence 
it is probable that the variations in this respect are due 
more to the prescribing habits of the doctors concerned 
than to the social groups catered for—a situation which 
would almost certainly have been very different had the 
analysis been made prior to the National Health Service 
Act. That 21% of all prescriptions written were for pro- 
prietary drugs would seem to be excessive, and there is 
every reason to believe that this percentage has risen 
considerably in the past year. 


(2) Type of Preparation 
Each preparation was classified as belonging to one of 
ten types. The frequency with which these types were 
prescribed and their relative frequency in the different areas 
are shown in Table II. 











TaBLe II 
Areas 
Residential | Industrial | < Mixed | veut 
Mixture .. —.. |: 1,659 (31%) | 2,367 (38%) | 2.206 (38%) | 6,232 (367 
Tablet c a 139 (37) 2,001 G38 +209 (285 $236 
Powder .. .. | 102(2%) 70 (1° 98 22) 270 (14 
}  . os 141 1 136 267} 136 13) 395 , 3 
Skin preparations | 629 (12%) | 705 (11%) | 699 (12%) | 2,033 (1240 
(topical) .. | 21004%) | 25349 225 (49 688 (4% 
Dressings/appliances,; 428 a3 589 3 631 8, 1,648 4) 
I r es 79 (2%) | 118¢ 48 (1%) | 245 (18%) 
Suppositories/pes- 
ee oa” te 37 (1%) 35 (1%) 174%) 89 (4%) 

















It will be seen that mixtures and tablets accounted for 
68% of all prescriptions. As in the case of the proprietary 
and non-proprietary preparations, and for the same reason, 
the variation in the proportion of mixtures and tablets 
prescribed in the three areas is probably due to the prefer- 
ence of the individual doctors concerned rather than to the 
social groups catered for. The prescriptions for prepara- 
tions other than tablets or mixtures showed a remarkable 
similarity of distribution throughout the three areas. 

Except in the case of children, tablets are usually not only 
a more accurate but a more convenient form in which to 
take a medicine. In addition they are generally cheaper 
than mixtures and the dispensing fee for them is smaller. 
It is thus most desirable that, whenever possible, tablets 
should be prescribed in preference to the corresponding 
mixture. 

Powders comprised only 14% of the total prescriptions. 
Stomach powders were particularly neglected in favour of 
the more expensive and cumbersome mixtures. As alkaline 
powders are less expensive, can be prescribed in larger 
bulk, and are also more conveniently carried than the corre- 
sponding mixture, the powder should generally be prescribed 
in preference to the mixture. 


Dressings and appliances accounted for 9% of the total. 
Many of these items were expensive, and lint and cotton- 
wool were often ordered in enormous quantities. 

Injections formed only 14% of the total, which suggests 
that the parenteral administration of drugs—so unneces- 
sarily popular on the Continent—is not a feature of English 
medical practice. It has to be remembered, however, that 
injections have usually to be given by the doctor himself, 
and will thus in some cases have been ordered on the stock 
E.C.10A form and not on Form E.C.10. 


(3) Actual Drugs or Groups of Drugs 


Table III indicates the actual preparations prescribed. 
Their arrangement is in descending order of frequency, the 
figures giving the actual number of times they were 
prescribed. 








Tase Ill 
Order Group Preparation a os 
1 |H tics and Barbiturates 1,636 
sedatives { Bromides toon |} 2643 
2 | Stomachics ee — — 1,678 
3 | Tonics .. hays _— — 1,553 
Aspirin 330 
4 Antiggsetion and Coles prepara- 565 } 1,528 
Others 633 
t 402 
5 | Cough mixtures. . { Sedative 174 i 1,382 
Combined 806 
A and D 175 
Aneurin 177 
6 | Vitamins : complex = 739 
E 27 
Multiple 168 
7 | Penicillin ag — _ 681 
: Adrenaline 29 1 
8 | Bronchial dilators, Ephedrine 152 . 
Sa | eee ae 
‘om 
Atropine 227 
9 | Iron oe és — —_ 623 
10 | Laxatives ie — — 587 
11° | Sulphonamides .. _ _ 498 
12 | Cardiac drugs .. { Sitstes Gussie | +2 } 481 
‘(Insulin 68 
13 | Hormones, liver Liver = 477 
Others 125 
14 | Others (see Table | - 
Ivy. - << x — tenn 412 
15 | Antihistamines .. — _— 302 
16 | Urinary prepara- 
tions .. oe — <= 264 
17 | Amphetamine . — — 218 
Morphine 57 
18 | Strong analgesics ee rep 37 \ 156 
tone, etc. 62 J 

















It is a significant commentary on present-day conditions 
that hypnotics and sedatives should form far the largest 
single group (15%) of all drugs prescribed. Barbiturates 
comprised 9.4% and bromides 5.8% of this total. Bearing in 
mind the numerous unpleasant side-effects of bromides, their 
continued popularity is surprising, as there is little which 
bromides can do that phenobarbitone cannot do better. 
Further, bromides were often prescribed in 10-gr. or 15-gr. 
(0.65- or 1-g.) doses, not as a general sedative but as a” 
hypnotic to be taken only at night. Bromides have to reach 
a considerable concentration in the blood before there is 
a sufficient replacement of chlorine ion to exert ahy depres- 
sant action on the central nervous system. It is therefore 
doubtful whether such small single doses are any more 
effective as hypnotics than a draught of salty water, apart 
from the psychological effect which may be produced by 
taking such a medicine. Chloral hydrate was only very 
occasionally incorporated in the bromide mixture. It is 
strange that this well-tried and valuable hypnotic, which is 
so peculiarly suitable for children, should be used so seldom. 
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It was prescribed by itself on only one occasion. Paralde- 
hyde did not appear on a single prescription. Apart from 
phenobarbitone, the barbiturates were almost invariably 
ordered under their proprietary names. 

Under the heading “ stomachics” were grouped alkalis, 
antacids, cholagogues, olive oil, ete. Such preparations 
formed the next largest group to sedatives, comprising just 
over 9% of all prescriptions. 

Tonics included many elegant and complex recipes which 
are still manifestly popular, although they must generally 
be classed as placebos, the justification for which is a matter 
of considerable current controversy. 

Thus sedatives, stomachics, and tonics together formed 
about one-third of all preparations issued. The conditions 
requiring the use of these medicines have something in 
common with each other, and the whole group, though 
perhaps to a less extent than the sedatives alone, gives an 
indication of the type of malady for which doctors are 
commonly consulted at the present time. 


Antipyretics and mild analgesics appeared almost as often 
as stomachics—that is, 8.8:9.1%. The prescription of mist. 
aspirin. B.P.C. was very popular, as was tab. codein. co. 
BP. and its proprietary equivalents. It is very probable 
that large quantities of such mild analgesics are bought by 
patients themselves. 

Expectorant cough mixtures were prescribed more than 
twice as often as sedative cough mixtures, yet the value of 
expectorants is doubtful. It is supposed that 5 gr. (0.32 g.) 
of ammonium chloride three times a day will liquefy the 
bronchial secretions, yet 20 gr. (1.3 g.) three times a day is 
often employed to render the urine acid without the patient 
noticing any such expectorant effect. The frequent com- 
bination of expectorant and sedative cough mixtures as 
indicated in Table III would seem to demonstrate some 
therapeutic confusion. 

About 40% of all vitamins prescribed were for proprietary 
preparations. Aneurin and vitamin-B complex made up 
almost half the total of vitamins issued. Vitamin C formed 
‘less than one-tenth of the total. Yet there is probably less 
justification for the widespread use in this country of 
aneurin, nicotinamide, and riboflavin than for ascorbic acid. 
It can be argued that people sometimes do not obtain enough 
fresh fruit and green vegetables in our long winters and 
so may run short of ascorbic acid in the spring. Aneurin 
is apparently used for every imaginable neurological condi- 
tion in the mistaken belief that it has a beneficial effect on 
the neuritic pains encountered in this country. The pre- 
scribing of large doses of water-soluble vitamins has at least 
this safety-valve, that the body eliminates them rapidly ; 
but imagination boggles at the thought of the pounds’ worth 
of unwanted synthetic water-soluble vitamins that are now 
daily lost in human urine. Vitamin E was ordered the 
least often, but one prescription for this cost over £14 and 
many about £5. Such prescriptions justify the need to stress 
the cost of drugs in undergraduate and postgraduate teach- 
ing. It might also be made obligatory for manufacturing 
chemists to include prices in their advertisements. Multiple- 
vitamin preparations were often prescribed, and are undesir- 
able. They lull the physician into a false sense of security 
that he has done all that is nécessary for the proper nutri- 
tion of his patient; they vary widely in composition and 
may lack the particular vitamin (perhaps not available in 
synthetic form) which might conceivably help the patient, 
and may thus create a state of vitamin imbalance by pro- 
viding an excess of others. 


Penicillin in all its forms accounted for about 4% of the 
total, but only 6.9% of this was for parenteral administration. 
About 30% of the prescriptions for penicillin were for oral 
preparations and over 40% for penicillin ointments. As has 
been suggested above, the seemingly small proportion of 
prescriptions for penicillin to be given by injection may be 
accounted for to some extent by the doctors giving it from 
their own stocks. The percentage of prescriptions for orally 


administered penicillin was surprisingly high, especially as 


these orders for small doses were given before a high dosage 
of oral penicillin had been proved to be therapeutically 
effective. 

It is surprising that adrenaline was prescribed so infre- 
quently when asthma is so common. Doubtless adrenaline 
is often injected by the doctor himself from his own stocks, 
but it would seem from the figures that the habit of self- 
injection with adrenaline is not commonly taught to 
asthmatics. 

A preparation of iron was included under this heading 
only if it contained amounts of iron approximating to the 
dose recommended in the B.P. Some of the favourite pre- 
scriptions for iron, strychnine, and phosphates contain very 
little available iron and were classed as tonics. Prescrip- 
tions for iron in adequate amounts comprised only 3.5% 
of the 17,301 items surveyed, and in over half of these it 
was prescribed as a mixture. In most cases it is preferable 
to give iron as a tablet, not only for the reasons already 
advanced regarding tablets and mixtures, but also because 
of greater palatability and the fact that ferrous sulphate in 
tablet form does not discolour the teeth. When the high 
incidence of iron-deficiency anaemia in this country is con- 
sidered in comparison with the relative rarity of vitamin- 
deficiency states it is remarkable that iron should have been 
prescribed only 623 times in comparison with 739 prescrip- 
tions for vitamins. No doubt iron preparations are often 
dispensed at maternity and child-welfare clinics, and such 
issues do not appear on Form E.C.10, but the same can be 
said of vitamins. 

The total of prescriptions for laxatives was smaller than 
anticipated, and strongly suggests that many people still 
buy their own laxatives. 

Sulphonamides formed 3% of the total prescriptions, so 
that even in 1949 they were less frequently prescribed than 
preparations of penicillin. Of the prescriptions for sulphon- 
amides 56% were for tablets, 12% for mixtures, and 10% 
for skin preparations. In view of the likelihood of evoking 
sensitivity reactions by the topical application of sulphon- 
amides, this last figure is probably undesirably high. 

Only 14% of the prescriptions for cardiac glucosides were 
for tincture of digitalis, which used to be the most popular 
way to prescribe the drug. It is all to the good that the 
tincture is gradually being replaced by the powdered leaf— 
which contains all that the foxglove has to offer—and by 
“digoxin.” These latter preparations keep better than the 
tincture, and with them the dosage is more accurate. 
Quinidine did not appear on any prescription. 

Diabetes is a common disease, while the megaloblastic 
anaemias are- comparatively rare. Yet liver preparations 
were ordered 50 times, in comparison with only 68 prescrip- 
tions for insulin. This suggests that liver is often prescribed 
as a general tonic or for the treatment of anaemic patients 
other than those specifically requiring the haemopoietic 
factor. It is very doubtful whether the use of liver is ever 
indicated except in the treatment of the megaloblastic | 
anaemias. 

It will be seen that even two years ago amphetamine was 
becoming popular, and in this survey it was prescribed 218 
times, which is half as often again as the prescriptions for 
ephedrine. It is probable that since 1949 its use has 
increased considerably. “ Dexedrine” is included under 
this heading. It’ is very much more expensive than 
amphetamine. and it is doubtful whether it possesses any 
advantages over the latter. 

Prescriptions for diamorphine (heroin) constituted about 
one-third of the orders for strong analgesics. In view of 
the great danger of habituation to this drug and the fact 
that in some countries its use is prohibited, the figure is a 
high one. 


(4) Drugs Rarely Prescribed 
It is fortunate that “ shot-gun ” preparations for iron with 
folic acid, liver, or hog’s stomach, which are justifiable 
on no sound haematological basis, should not have been 
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prescribed more than 50 times, and that vaccines for the pre- 
vention of the common cold, for the use of which there can 
be little scientific justification, da not seem to have been 
popular. 

Mersalyl is a valuable drug which was prescribed fewer 
than 20 times. It is, however, an example of a drug which 
the doctor often administers from his own stores. Never- 
theless the number of times it appeared on these forms 
seems surprisingly low. 

It also seems quite remarkable that thiouracil was pre- 
scribed only twice out of 17,301 prescriptions. In spite of 
the fact that it is often used under hospital supervision, it 
is generally the practitioner who writes the prescription for 
maintenance treatment. If this practice is general it can 
only be supposed -that the conservative treatment of 
thyrotoxicosis with thiouracil is less common in England 
than might have been expected. 


Conclusions ‘ 


The study of a large number of prescriptions pro- 
vokes certain reflections on the teaching of pharma- 
cology and practical therapeutics in our medical schools. 
In some schools pharinacology is taught along with 
physiology as a preclinical subject. In others ‘it is 
taught in the first clinical year, when the student has 
seen only a limited number of the disorders the treat- 
ment of which is discussed. Thereafter instruction in 
treatment is often limited to the last ten minutes of a 
medical clinic, and during the fifth and sixth years of 
his course the undergraduate often forgets the actions 
and uses of the drugs which he heard about while 
studying pharmacology. In consequence many young 
graduates go into practice with a very inadequate know- 


ledge of applied pharmacology, and tend to rely more _ 


and more on the ingenious (sometimes very good, but 
sometimes very misleading) advertisements of the drug 
firms which cover his breakfast table. In the days when 
there were few potent or specific drugs this ignorance 
of applied pharmacology was of less * importance. 
Nowadays when we are Jove-like in the therapeutic 
thunderbolts we can hurl—drugs potent for evil as well 
as for good—it is of paramount importance for us to 
be thoroughly conversant with the pharmacological 
tools of our trade. It is suggested, therefore, that a 
series of. simple lectures in therapeutics by a practical 
physician interested in pharmacology should be given 
in the last clinical year of the medical course. It is a 
subject which lends itself to systematic lecturing, and is 
of more importance than the study of some of the more 
recondite specialties which at present overload the 
curriculum. 


Courses in pharmacology in medical schools are now 
usually, and very properly, undertaken by academic 
scientific pharmacologists, who have revolted against the 
old-fashioned instruction in materia medica and in 
the compounding of elaborate prescriptions elegantly 
flavoured, meticulously bottled, and exquisitely labelled. 
They have realized that there are few occasions in 
practical therapeutics which demand the prescription of 
more than one drug in a bottle, tablet, or powder, plus 
the vehicle and flavouring agent. Perhaps, however, 
the pendulum has swung too far in the other direction 
and that inadequate instruction is now being given in 
the principles of correct simple prescribing. Ata recent 
oral examination for one of the higher clinical diplomas 
five consecutive candidates were quite unable to write 
out a correct prescription for a simple laxative pill con- 
taining cascara and belladonna, though they were ready 
and eager to discuss the most abstruse and recondite 
clinical syndromes. 

It has been the object of this survey to present modern 
trends in prescribing in an objective and uncontroversial 
manner. While it is the aim of us all to give our patients 
the best treatment possible it is also our duty to consider 
the means at the country’s disposal. Good prescribing 
is often economical prescribing, and it is not improbable 
that the rewards of thoughtfulness in this respect will 
be enjoyed by both patient and doctor. 
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Several cases of beriberi developing in Britain have been 
reported, and the subject has been reviewed by Jones 
and Bramwell (1939). Most of the cases have been 
secondary to chronic alcoholism, as in two cases” 
described by Konstam and Sinclair (1940). Similarly 
vitamin-B, deficiency may be found in the absence of 
alcoholism if the diet has been subnormal over a long 
rary as in cases described by Yudkin (1938) and Bates 

Apart from deficient food intake, vitamin-B, deficiency 
may arise from either one or more of the following 
factors (Harris, 1938): (1) imperfect absorption, as in 
chronic dysentery ; (2) imperfect utilization, as in hepatic 
cirrhosis ; (3) increased demand, as in pregnancy. 

The case described showed signs similar to those 
of beriberi secondary to a severe illness, with prompt 
relief following the intramuscular administration of 


vitamin B,. 
Case Report 
On the night of March 2, 1950, a 12-year-old girl, an only 
child, complained of headache and pain in the mid-sternal 
region. She did not sleep that night, and the next day was 
off her food and vomited at intervals. On the following 
day her own doctor diagnosed pneumonia, and a course of 









































a Sy a 







































296 Fes. 9, 1952 





ACUTE BERIBERI COMPLICATING POLYSEROSITIS ae, 





sulphonamide was begun. As there was no improvement 
she was admitted to hospital on March 7. She did not 
complain of cough or of sputum, had not previously been 
breathless, and showed no cyanosis. During the previous 
two months her mother had noticed that she had not 
wanted to play and that she had been inclined to sweat at 
night. There had been no loss of appetite, but there was 
some constipation. She did not complain of sore tongue, 
and oedema had not been noticed. 

She had had whooping-cough complicated by pneumonia 
at the age of 3, diphtheria thereafter, and then measles with 
pulmonary congestion at the age of 7. Her mother and 
father were both alive and well and there was no history or 
sign of tuberculosis in the family. Her diet prior to admis- 
sion was quite normal in quality and amount, including 
meat, liver, bacon and eggs, much milk, yegetables in 
moderation, and a great deal of fruit. Her mother re- 
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Chart showing fluid balance 


marked that the girl appeared to have grown very tall 
during the previous year and “was going dark under the 
eyes.” 

On examination on March 7 respirations were rapid and 
she was pale. The tongue was dry and coated, but there 
was no evidence of glossitis and the fauces were clear. 
The pulse rate was 110, regular in time and force; tem- 


perature 99.8° F. (37.7° C.), respirations 24. The apex beat . 


was palpable just inside the nipple line, in the fourth left 
interspace 3 in. (7.5 cm.) from the mid-sternal line. There 
were no murmurs. The chest moved evenly with respira- 
tions and the trachea was central. The percussion note was 
impaired over the right lung anteriorly and there were 
inspiratory crepitations in the right mid-zone anteriorly. 
Breath sounds were bronchovesicular. Vocal resonance 
and fremitus were normal. Thorough examination of the 
abdomen and central nervous system revealed no abnor- 
mality. Blood white cell count was 24,600 per c.mm. 

Treatment was begun with penicillin and sulphadimidine. 
This produced no improvement, and an x-ray film of the 
chest one day after admission showed the presence of a 
large pericardial effusion and normal lung fields. At that 
time she had orthopnoea and a short irritating cough. Re- 
examination of the heart clinically showed extension of 
deep cardiac’ dullness up to the third left rib and muffling 
of the heart sounds at all areas except the apex. 





On March 10 Mantoux 1:1,000 was positive and E.S.R. 
was 29 mm. in the first hour (micro-method; normal 10 
mm.). Pericardial tap was carried out and 20 ml. straw- 
coloured fluid withdrawn, containing a large number of 
polymorphonuclear cells and 5.75 g. of protein %. No 
micro-organisms could be demonstrated in the fluid and 
microscopical examination for acid-fast bacilli was negative. 
On March 14 the liver was enlarged to 24 in. (6.3 cm.) 
below the costal margin and was tender on pressure. Neck 
veins were engorged but no ascites was present. On the 
17th she began to show some cjinical improvement, with 
decrease in liver size and in the volume of the effusion. 

An x-ray film of the chest on March 27 showed that the 
pericardial effusion continued to diminish, but there was a 
pleural effusion on the right side extending up to the 
eighth rib. Next day she complained of pains in her 
elbows, which were red and slightly tender. On the 29th 

she complained of pain in the left side 
of the neck, and the left side of the 
face became oedematous. There was 
no sign of glandular enlargement of the 
neck. 

On March 30 the left side of the chest 
was oedematous anteriorly, and dullness to 
percussion became marked on the right 

‘ side. The temperature was 100.8° F. 

(38.2° C.); the pulse rate had risen to 156 
and respiration rate to.54. Puncture of the 
right pleural cavity yielded 9 oz. (255 ml.) 
of blood-stained fluid which contained 
2.5 g. of protein per 100 ml., with lympho- 
cytes and a few polymorphs. A large 
pleural effusion then became evident on the 
left side of the chest. Streptomycin, 
0.5 g. twice daily, was given intramuscu- 
larly from March 31 to May 4. 


During the next few days the facial 
oedema became less and the temperature, 
pulse, and respiratory rate settled, and 
E.S.R. on April 4 was only 5 mm. in the 
first hour. Despite this she became more 
dyspnoeic and cyanosed. On April 3 peri- 
cardial tap was attempted, but no fluid was 
obtained. Aspiration of the left pleural 
cavity carried out on April 4 produced 
30.0z. (850 ml.) of straw-coloured but not 
blood-stained fluid. This fluid contained 
red blood cells and mononuclear cells. 
From this time, four weeks after admission, she was 
given a salt-free diet and her fluid intake was restricted 
to 30 oz. (850 ml.) a day on account of increasing breath- 
lessness and cyanosis. “ Digoxin” was begun by mouth 
and pushed to the limits of tolerance ; this was continued 
in a dosage of 0.25 mg. twice a day until April 11, when 
it was reduced to 0.25 mg. once daily until May 8. During 
this period she was extremely ill, requiring continuous 
oxygen to relieve cyanosis and paraldehyde four-hourly for 
her restlessness. There was oedema of the legs and sacral 
region as well as of her left arm and left side of face. 


Mersalyl, 1 ml., given intramuscularly on April 9 and 
11, on eachsoccasion produced a copious diuresis for one 
day, as shown in the Chart. By April 10 the respiratory 
rate, temperature, and pulse rate were more settled, but 
were 35, 98.2° F. (36.8° C.), and 110 respectively. On April 
14 the legs were still very oedematous and the skin of the 
legs and upper arms was noted to be scaly. Mersalyl, 
1 ml., was repeated on the 17th with similar result, but she 
remained oedematous and the liver was enlarged below the 
umbilicus. An x-ray film of the chest on the 17th showed 
the persistence of a bilateral pleural effusion, which ob- 
scured the heart outline. 

The fluid-balance chart illustrates the low output in com- 
parison with the intake between the times on which mersalyl 
was given, despite digoxin and a salt-free diet. Up to this 
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time the urine ha@ contained albumin to the amount of 
0.5 g. per litre per 24 hours, but there was no microscopical 
abnormality. On April 24 plasma albumin was 3.4 g.% and 
globulin 2.85 g.%. 

Because of the unusual distribution of the oedema, its 
lack of response to treatment, and the presence of tender- 
ness of the calves, 25 mg. of vitamin Bi was given intra- 
muscularly on alternate days, beginning on April 26. There 
was a rapid and dramatic improvement in the girl’s con- 
dition. The diuresis, which had begun with an intra- 
muscular injection of 1 ml. of mersalyl on April 26, con- 
tinued for 13 days. Within 48 hours the oedema of the 
left arm had disappeared and that of the left leg was much 
less. On April 29. venous congestion in the neck was much 
less marked. By May 10 there was no oedema of the face, 
arms, legs, or sacral region. The calves were no longer 
tender and the liver was now only one fingerbreadth below 
the costal margin. 

More remarkable than the diuresis, however, was the 
change in the patient’s facies. Within 24 hours of beginning 
vitamin-B; therapy her appearance changed from one of 
distréss to one of convalescence, and she obviously felt 
much better and much happier. Her appetite improved 
rapidly and her dyspnoea at rest disappeared. Vitamin-B: 
therapy was stopped on May 19, by which time the fluid 
intake and output approximated to one another, while an 


x-ray film of the chest showed a normal cardiac outline and - 


the left pleural effusion clearing well, but with only slight 
improvement on the right side. 

She was allowed up for a short while on June 28. A few 
days later she noticed that her hair was falling out in con- 
siderable quantity. The dermatologist (Dr. G. W. Senter) 
described the alopecia as of the diffuse type commonly 
associated with serious illness. This loss of hair did not 
become excessive and she continued to improve. Her 
serious condition had prevented her being weighed until 
June 7, when she was 5 st. 7 Ib. (34.9 kg.). Thereafter her 
weight rose slowly to 5 st. 134 Ib. (37.9 kg.) on July 26. 

On September 1 there was no evidence of oedema or 
signs of vitamin deficiency in the eyes, tongue, lips, or skin. 
Apart from the persistence of her right pleural effusion, the 
only findings of note were a network of prominent veins 
over the upper anterior part of the chest in the absence of 
congestion of the external jugular veins, and purple striae 
similar to striae gravidarum over the buttocks, lower thigh, 
and dorsum of the feet, most marked on the left side. 

X-ray films of the chest on June 6 and August 29 had 
shown a slight increase in the right pleural effusion. 
Because of this, vitamin Bi, 25 mg., was resumed on 
September 1, being given intramuscularly on alternate days. 
On September 7, 30 oz. (850 ml.) of blood-stained fluid was 
withdrawn from the right pleural cavity. To ensure a more 
balanced intake of the vitamin-B complex, and in view of 
the increase of the pleural effusion, treatment was begun 
on September 15 with one tablet three times a day of 
“ benerva”” compound, which contains 1 mg. of aneurin, 
1 mg. of riboflavin, and 15 mg. of nicotinic acid amide. 
There ensued an immediate increase in the fluid output, 
similar to that obtained from vitamin B; alone earlier in 
the illness. This moderate diuresis continued for the next 
three to four weeks, but with little change in the amount of 
fluid in the right pleural cavity. On October 10 the Hb 
was 95%, the white cell count 8,600, and E.S.R. 12 mm. 
in the first hour. On discharge to a pleurisy unit on 
October 27 her general condition was excellent despite the 
persistence of the right pleural effusion. She was eating 
well and gaining weight, and had no trace of oedema or 
respiratory distress. The purple striae on the limbs and 
prominent superficial veins over the chest still persisted, 


however. 


Discussion 
This girl’s illness may be subdivided into four phases: 
(1) the prodromal period, culminating in a severe illness 
with pericarditis and bilateral pleurisy with effusion ; (2) 


temporary improvement during the third and fourth weeks 
in hospital, when temperature, pulse, and respiratory rate 
were settling and the E.S.R. was reduced to 5 mm. in the 
first hour ; (3) recurrence of dyspnoea, with appearance of 
oedema and considerable hepatic enlargement, death 
appearing imminent from congestive heart failure ; and (4) 
rapid regression of oedema and dyspnoea at the start of 
vitamin-B; therapy and continued improvement thereafter. 
Although no organism was isolated from the effusions and 
several guinea-pig inoculations were negative, it is probable 
that the polyserositis was due to tuberculosis. 

The presence of vitamin-B; deficiency at the onset of the 
illness is considered unlikely in view of the absence of -any 
predisposing factors, such as alcoholism, poor diet, chronic 
dysentery, malabsorption, or hepatic disease. In addition 
the acute and febrile onset of the illness and the finding 
of haemorrhagic serous effusions make it unlikely that 
vitamin-B; deficiency was the cause of the initial disease. 
According to Bicknell and Prescott (1942) the serous effu- 
sions in beriberi are of a clear greenish-yellow colour. The 
dramatic and immediate response to vitamin By; intra- 
muscularly suggests, however, that the severe dyspnoea, 
oedema, and hepatic enlargement which developed after the 
acute illness were due to deficiency of vitamin B:. It will be 
appreciated that vitamin Bi possesses diuretic properties, 
apart from its action as a vitamin (Bicknell and Prescott, 
1942). The improvement in the patient’s general condition 
in this case, however, was as dramatic as was the diuresis. 
Jones and Bramwell (1939) state that vitamin B; has no 
effect on the normal heart or on cardiac failure due to other 
causes. In this case the lack of response to routine treat- 
ment makes it unlikely that the severe cardiac failure was 
due to a simple toxic myocarditis, and indeed Sweeney 
(1940) states that myocarditis is quite rare in pulmonary 
tuberculosis and makes no mention of beriberi as a com- 
plicating factor. One case of beriberi developing in a man 
aged 56 with pulmonary tuberculosis was described by 
Farber and Miller (1945). 

Sumner (1949) describes three cases of pulmonary tuber- 
culosis developing signs of vitamin-B deficiency while on 
streptomycin therapy, but these were signs mainly of 
riboflavin and nicotinic acid deficiency, and the patients had 
been on streptomycin over much longer periods. Weiss 
and Wilkins (1937) found cardiovascular disturbances due 
to vitamin-B; deficiency in 35 of - 5,506 admissions to 
hospital and consider it commoner than congenital heart 
disease, adhesive pericarditis, or thyroid heart disease. As 
in a case of beriberi described by Konstam and Sinclair 
(1940), there was no enlargement of the heart in our patient 
with the onset of oedema, and consequently no alteration in 
the size of the heart following vitamin-B; therapy. There ~ 
was little reduction in the pulse rate from the beginning to 
the end of the vitamin-B; injections. 

The vitamin-B; deficiency in this patient may have arisen 
from the increased metabolism associated with a severe in- 
fection. Himwich et al. (1931) and Hendricks (1933) have 
shown that vitamin-B complex requirements are propor- 
tional to the body metabolism. Contributory factors might 
be the poor diet taken in the first few weeks of the illness, 
as the body is unable to store vitamin B: for any consider- 
able length of time (Harris, 1938). 

We have been unable to trace in the British literature any 
cases of vitamin-B; deficiency secondary to severe infec- 
tion. This is surprising, as the pyrexial illness in this case 
did not exceed a period of five weeks. One possible ex- 
planation of this, apart from any hypothetical constitutional 
factor, is that at the time of her illness this girl was 
pubescent. Ashworth and Sutton (1942) have shown the 
adverse effect of oestrogen on the utilization of the vitamin- 
B complex. On admission this girl had a good growth of 
pubic hair and marked early development of the mammae. 
It may be that the presumably high level of oestrogen in 
her circulation at that time impaired her utilization of 
vitamin B: and so contributed to the production of clinical 


signs. 
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In addition to the deficiency of vitamin B; the temporary 
presence of hyperkeratosis and of some darkening of the 
skin suggest some deficiency of vitamin A and of nico- 
tinic acid. _ Both signs regressed completely after cure of 
the vitamin-B; deficiency and the taking of a normal diet. 
There were never any signs of riboflavin deficiency. 


ADDENDUM.—During 1951 it became obvious that con- 
Strictive pericarditis had developed. In consultation with 
Professor I. G. W. Hill and Mr. M. Fallon it was decided 
to carry out pericardectomy, which was done on June 5, 
1951. The patient made an uneventful recovery, and is 
now (January, 1952) attending school once more. Vitamin 
supplements were continued until the time of operation. 
Tuberculous tissue was found in the parietal pericardium 
removed at operation. 


‘ Summary 

A case of multiple vitamin deficiency presenting the 
clinical picture of acute beriberi is reported in a patient 
suffering from polyserositis, possibly of tuberculous 
origin. 

It is suggested that the toxic process causing the 
polyserositis also produced the beriberi symptoms. 

No similar case has been discovered in the British 
literature. 

We wish to thank Professor W. J. Tulloch and his staff for 
bacteriological investigations, Professor A. C. Lendrum, Dr. 
R. P. Cook, and Dr. J. H. Prain for biochenhical assistance, Dr. 
G. W. Senter for dermatological advice, and Sister M. I. Ansell 
for her help and nursing care. 
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Some 35 cases of progressive granulomatous ulcers of 
the nose, face, and palate of unknown aetiology have 
been reported since 1896, when McBride first described 
a case of rapid ulcerative destruction of the nose and 
face. The literature on the subject has been reviewed by 
Stewart (1933a), Hoover (1941), Hargrove et al. (1946), 
and Williams (1949). No curative treatment has as yet 
been discovered ; the course of the disease is slowly 
progressive, ending fatally in most cases. There have 
been only four reports of recovery. Woods’s (1921) 
second case was healed after implantation of radium 
needles, and M‘Arthur (1925) used x-ray therapy success- 
fully. Schiitz (1938) is quoted by Hoover as having 
reported a spontaneous cure, and Hoover himself 
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described an atypical case which recbvered. Since the | 
advent of antibiotics there have been reports by 
Hargrove et al. (1946) and Williams (1949). In the case 
described by Hargrove et al. penicillin appeared to 
control. the spread of the lesion, but the patient died 
of pneumonia. In.Williams’s first case the patient died 
from exhaustion despite intensive treatment with peni- 
cillin, and _ penicillin-resistant staphylococci were 
cultured on numerous occasions from the ulcerated area 
on the nose, and from other lesions which developed 
on the arms and legs. The other two cases described 
by Williams (1949) were also fatal, but the cause of death 


-was stated to be a lymphoma in one case .and peri- 


arteritis nodosa in the other. The following case of this 
rare condition is considered worthy of record, as a 
penicillin-resistant staphylococcus was isolated repeat- 
edly from the ulcerated area and treatment with chlor- 
amphenicol controlled the infection and resulted in 
healing of the ulcer, “ aureomycin” previously having 


failed to do so. 
Case Report 
A married woman aged 35, employed as a part-time assis- 
tant nurse at the Sheffield Royal Infirmary, underwent an 
operation for submucous resection of the nasal septum on 


- June 26, 1950. The operation was successful in relieving her 


nasal obstruction and she appeared to recover satisfactorily. 
On August 10, however, she developed a painful pustule in 
the left nostril, and was treated with penicillin cream locally 
and procaine penicillin systemically—600,000 units daily 
for 10 days. By this time an ulcer extending from the floor 
of the left nostril to the upper lip was present. She was 
referred to the skin department on September 4. She was 
not taking drugs. 

Examination revealed an ulcer spreading from the floor 
of the left nostril to the ala nasi and to the upper lip. The 
ulcer was covered with a leathery black crust, and the 
spreading edge was raised and showed firm induration ex- 
tending 1 cm. beyond the visible margin. At the edge of 
the crust there were small vesicles. The left cheek and 
lower eyelid were swollen and oedematous. The regional 
lymph nodes were not enlarged. Though the ulcer was 
painful she did not complain of constitutional symptoms 
and was not febrile. The ulcer was presumed pyogenic 
in origin, but investigations were carried out to exclude 
diphtheria, syphilis, anthrax, actinomycosis, and the pos- 
sibility of an underlying foreign body. No foreign body 
was found in the nose. Blood Wassermann and Kahn 
reactions were negative. Radiography of the sinuses and 
bones of the face and teeth showed no abnormality. A 
blood count gave 5,000 white cells per c.mm. (52% poly- 
morphs, 38% lymphocytes, 5% monocytes, 5% eosinophils). 

Culture of aerobic and anaerobic swabs. from the nose 
and ulcer yielded a mixed growth of a haemolytic strepto- 
coccus and Staphylococcus pyogenes, and a _ coryne- 
bacterium which was later proved non-virulent to guinea- 
pigs. No anaerobic streptococcus was isolated. The staphylo- 
coccus was found to be sensitive to 1,000 units of peni- 
cillin per ml., 500 xg. of streptomycin per ml., 6 ug. of 
chloramphenicol per ml., and 0.375 ug. of aureomycin per 
ml. In view of the continued spread of the ulceration the 
patient was admitted to the ward on September 9 and 
given aureomycin 250 mg. three-hourly, and applications 
of saline to the ulcer. On September 14 the ulcer had 
ceased to extend but showed no sign of healing. Repeated 
cultures from inside the nose and from the ulcer revealed 
a Staph. pyogenes with the same sensitivity to the anti- 
biotics as above. It was at this stage that a diagnosis of 
so-called malignant granuloma of the nose was first con- 
sidered. In view of the grave prognosis if this diagnosis 
was’ correct and the success of radiotherapy in the past, 
superficial x-ray therapy, 200 r, was given to the upper lip 
and the patient was transfused with 2 pints (1.14 litres) of 
fresh blood. 
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The aureomycin was stopped, as it was thought to have 
had little effect, and sulphadimidine was tried. Within 
two days it became obvious that the ulceration had been 
controlled by the aureomycin, since the indurated area 
rapidly extended and the ulcer spread to the left ala nasi. 
Aureomycin, 250 mg. three-hourly, was recommenced on 
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Fic. 1.—The condition on September 21. 














Fic. 2.—Photograph taken on September 28. 





Fic. 3.—Photograph taken on December 27. 


September 19, the dosage being raised to 500 mg. three- 
hourly two days later, when it was found that the serum 
aureomycin was only 0.75 ug. per ml. Within twelve hours 
the crusts ,began to separate and the induration and 
oedema lessened (Fig. 1). On September 25 the serum 
aureomycin had risen to 2 »g. per ml., but the most recent 
culture taken from beneath the crust still revealed a Staph. 
pyogenes which was sensitive to 1.5 »g. of aureomycin. 
On the 26th the aureomycin was increased to 750 mg. 
three-hourly, and a solution of aureomycin in water, 1,000 








vg. per ml., was applied on gauze to the surface of the 
ulcer. Despite the high dosage the serum aureomycin 
did not rise above 2 »g. per ml. The ulcerated area had 
by now improved, since the main slough was separating 
and the itiside of the nose appeared healed, but there was 
still slow extension down the lip and over the ala nasi 
(Fig. 2). 

By October 17 the condition appeared stationary, and, 
in view of-the greater ease with which high levels could 
be obtained in the serum, treatment was changed to 
chloramphenicol, 1 g. followed by 0.5 g. three-hourly. 
During the few hours at the change-over of treatment the 
left side of the face became more oedematous, closing the 
left eye, and the edge of the ulcer became more red and 
painful. Within 12 hours these signs had subsided and 
the ulcer looked more healthy than at any time previously. 
A further exposure to x rays, 100 r, was given on 
October, 24. Next day the serum chloramphenicol was 
25 wg. per ml. During the next few days the oedema and 
induration of the face subsided and the ulcer healed 
steadily. Numerous cultures taken from the nose and sur- 
face of the ulcer were sterile. By November 16 only one 
small scab remained. The chloramphenicol was stopped 
and the patient was discharged home on the 18th, but was 
kept under observation as an out-patient. 

On November 28, after a common cold, the oedema 
of the left side of the face returned and induration 
reappeared at the edge of the scar, together with several 
superficial pustules. Chloramphenicol, 0.5 g. six-hourly, was 
started at once. A culture taken from the pustules before 
treatment was begun showed Staph. pyogenes which was 
penicillin-sensitive, but in view of its previous success 
chloramphenicol was continued. The slight recurrence 
was cleared within a week, but the drug was given until 


‘January 4, 1951. Since then she has remained well and is 


not grossly disfigured, though the scar has retracted her 
upper lip (Fig. 3). It is noteworthy that throughout the 
long illness her temperature never rose above normal and 
her white cell count was never above 6,000 per c.mm., also 
that no toxic effects arose from the high dosage of anti- 
biotics which were given over a long period. 


Discussion 


Sensitivity to Antibiotics —The estimations of the sen- 
sitivity of the organisms to aureomycin and to chloram- 
phenicol were carried out by inoculating serial dilutions 
of the standard antibiotics in phenol-red-serum water (May 
et al., 1947) with a 1/10 dilution of a 24-hour broth 
culture. The tube which just did not show growth was 
taken to be the least concentration of the antibiotic to 
which the organism was sensitive. The antibiotic content 
of the patient’s serum was estimated by comparing serial 
dilutions in phenol-red-serum water with standard dilu- 
tions of the antibiotic, using Bacillus cereus (Lederer 
No. 5) as the inoculating organism. In view of the in- 
stability of aureomycin in a solution of pH 7.6 at 37° C, 
it may be that the organisms tested were actually more 
sensitive than the ir vitro tests showed. However, this 
was not borne out by the progress of the case under 
treatment. r 


Diagnosis 

The clinical features of the present case correspond very 
closely with those previously published under the names of 
malignant granuloma of the nose, progressive lethal granulo- 
matous ulceration of the nose, and chronic infectious 
granuloma of the nose. Photographs of Lierle’s (1942) 
case are so similar to our case that they could easily be 
confused. It was perhaps fortunate that the patient, being 
a hospital employee, was seen at a very early stage in the 
disease, when it appeared to be an infection and not a 
neoplasm, such as might have been diagnosed if the ulcer 
had penetrated the tissues more deeply. For that reason, 
and the risk of extending the infection, a biopsy was not 
performed. 
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Aetiology 

The pathological changes in all the cases previously 
described have been those of areas of necrosis surrounded 
by a zone of new granulation tissue and a zone of infiltra- 
tion with inflammatory cells, mainly lymphocytes, with an 
occasional giant cell. Hargrove et al. drew attention to a 
State of obliterative arteritis affecting the blood vessels 
beyond the infiltrated area. Stewart (1933b) reviews 10 
cases, and in summing up the findings says:| “The 
disease is not one of formation but of destruction.” He 
also draws attention to she complete absence of resistance 
of the patient to infection. The course of the present case 
excluded a malignant growth, since the radiotherapy given 
was not of such dosage as to control a neoplasm. The 
disease must then be ascribed either to an organism not yet 
discovered or to an unusual tissue response to infection 
with known pyogenic organisms. 

We believe that the staphylococcus which was found so 
consistently in the lesion in our case played a prominent 
part in the cause of the ulceration and was not just a 
secondary invader. The spread of infection was controlled 
by aureomycin—rapid extension occurring when the anti- 
biotic was stopped—and during the change-over of treat- 
ment to chloramphenicol. When adequate doses of chloram- 
phenicol were given the staphylococcus could not be 
isolated from the lesion, and healing continued. The 
slight recurrence was due to infection with a staphylo- 
coccus of different sensitivity to antibiotics, and was there- 
fore presumably a fresh strain. This suggests that the 
granulomatous overgrowth is a non-specific reaction to 
staphylococcal infection and not to any one particular 
strain of the organism. Such a theory would explain the 
occurrence of two attacks separated by an interval of 23 
years, as occurred in Hoover’s Case 3 and in Lierle’s case 
when a recurrence was precipitated by a blow on the nose. 
Reinfection with a rare organism would be too great a 
coincidence. The absence of regional lymph-node enlarge- 
ment, of leucocytosis, and, in our case, of pyrexia, suggests 
a failure of the defence mechanism. 

That staphylococci are capable of producing indolent 
inflammatory lesions of the skin has long been known— 
this is perhaps best characterized by acrodermatitis perstans 
of Hallopeau ;.and the common pyogenic granuloma is a 
good example of exuberant granulation tissue stimulated by 
staphylococcal infection. Of 17 published cases in which 
bacteriological findings are given, staphylococci either 
alone or with streptococci were found in 15: although 
staphylococci can be isolated by nasal swab from many 
people, this finding is compatible with our theory. 


Sammary 

A case of progressive granulomatous ulceration of the 
nose and face is described. 

A penicillin-resistant Staph. pyogenes was isolated 
from the lesion, at first in combination with a haemolytic 
streptococcus and an avirulent corynebacterium ; later 
the staphylococcus was obtained in pure culture. 

Aureomycin prevented an extension of the infection, 
but a staphylococcus sensitive to the drug in vitro could 
still be recovered from the lesion. 

Chloramphenicol produced a gradual but complete 
recovery, with coincident disappearance of the staphylo- 
coccus from the ulcer. 

The aetiology of the condition is discussed and the 
suggestion put forward that it is a non-specific but 
unusual response to staphylococcal infection. 

It is suggested that chloramphenicol may be as good 
as, if not superior to, aureomycin in the treatment of 
staphylococcal infections. 


We should like to express our thanks to Mr. J. H. Cobb for 
his co-operation and for drawing our attention to the previously 
published work on the subject. 
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PURPURA AND PANCYTOPENIA 
COMPLICATING ARSENOTHERAPY 
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Purpura and other blood disorders are rare complica- 
tions of the treatment of syphilis by organic arsenicals. 
The possibility that these drugs might be responsible for 
the purpuric manifestations was suggested by Labbé 
and Langlois (1919) only nine years after their intro- 
duction. The first to be incriminated was arsphenamine, 
and Loveman (1932) described 14 cases in the literature 
up to that date, and added one case of his own which 
showed a pancytopenia, with thrombocytopenic purpura, 
agranulocytosis, and aplastic anaemia. Falconer and 
Epstein (1940) described eight of their own cases of 
purpura occurring during arsenical treatment. All the 
organic arsenicals employed in the treatment of syphilis 
have been suspect, but neoarsphenamine has been in- 
volved more often than any other—in part, perhaps, be- 
cause of its more widespread use. “ Mapharsen” was 
introduced in 1936, but purpura associated with this 
form of arsenical has been relatively uncommon. How- 
ever, Wintrobe (1946) mentions having seen three cases, 
and one further case was reported by Schwartz and 
Vonder Heide (1945). 

Though these complications of arsenotherapy are 
rare, four cases were admitted to the Royal Victoria 
Hospital during a period of nine months. These cases 
had a similar clinical picture but somewhat dissimilar 
haematological findings, and three ended fatally. These 
cases are thought worthy of record. 


Case 1 


A married woman aged 30, with one child aged 8, was first 
seen by her doctor in July, 1948, having a sore on thé vulva. 
This was treated with penicillin ointment locally and a 
sulphonamide by mouth ; her blood was serologically posi- 
tive for syphilis. She was referred to the V.D. out-patient 
department, but-refused examination. She was seen again in 
August, when she had developed a copper-coloured rash, 
which had been noticed for one day. It-was distributed over 
the chest and abdomen, and to a less extent on the arms 
and inner sides of the thighs. The cervical and inguinal 
lymph nodes were enlarged. A small ulcer present on the 
vulva showed Treponema pallidum on cark-ground examina- 
tion. Her Kahn reaction was ++++, W.R. ++, and 
Dreyer reading 108. She denied extramarital intercourse. 
but stated that her husband, who was in the Army, had been 
home on leave in May of that year. 

Penicillin treatment, 3,000,000 units in 10 days, was given. 
This was followed by courses of combined bismuth and 
arsenic injections. Over a period of somewhat less than a 
year she received 3 g. of bismuth, 0.86 g. of mapharsen, and 
7.2 g. of neoarsphenamine. Serological tests for syphilis 
were negative in January, 1949. During the third course of 
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arsenic and bismuth, in March, 1949, she noticed a dark 
tash on her body and bleeding from her gums, and she was 
immediately admitted to the hospital. 

On examination she was seen to be a somewhat pale 
woman of average height and normal build. An extensive 
petechial rash, almost confluent, was scattered over her face, 
arms, and legs, being most extensive on the limbs. She was 
bleeding from her gum margins, and numerous blood-filled 
vesicles were seen in her mouth. There was no haemoptysis, 
haematuria, haematemesis, or melaena. Her liver and spleen 
were not palpably enlarged and there were no haemorrhages 
into her optic fundi. Pulse was normal, and blood pressure 
90/70 mm. Hg. Her blood showed a prolonged bleeding- 
time and a thrombocytopenia without gross anaemia or 
leucopenia (see Table). 

Penicillin was started, but had to be discontinued after one 
day because of the development of haematomata at the sites 
of injection. On the day after admission she had a slight 


- haematemesis and melaena, but the purpuric rash began to 


fade, and in the absence of further evidence of bleeding no 
treatment was given. The patient was discharged completely 
well seven days after admission. 


Findings in the Blood of Case 1 














At Onset After Recovery 
Haemoglobin (g./100 ml. ) na 12-0 17-0 
R.B.C. (per c.mm.) d iid 4,300,000 5,950,000 
W.B.C. (per c.mm.) og 5,700 5,700 
Platelet count — c.mm. y ~<a 54,000 240,000 
Bleeding-time = 25 minutes 3 minutes 
Clotting-time 4 - la 10 il ” 
Prothrombin. -. |... 100% _ 
Capillary fragility = is Increased Normal 





At biopsy the bone marrow had a total nucleated count of 
44,000 cells per c.mm., but the myeloid and erythroid series 
showed a normal average differential count. There was 
no eosinophilia suggestive of an allergic reaction. The 
megakaryocytes were found to be reduced. They averaged 
i per 10,000 nucleated cells of the bone marrow, as against 
the normal average of 17 per 10,000, and showed a slight 
reduction of mature megakaryocytes capable of active plate- 
Jet production. 


Case 2 


A merchant seaman aged 26 noticed a sore on his penis 
when in Indo-China in November, 1948. He was referred 
to a hospital in Saigon, where Tr. pallidum was found in the 
penile sore. He was then referred to Singapore, where he 
ceceived’ a combined course of.arsenic and bismuth to a 
total of 6 g. of neoarsphenamine and 1 g. of bismuth. He 
returned to this country and first appeared in the venereal 
diseases out-patient department of the Royal Victoria 
Hospital in April, 1949. The ulcer had now healed and 
serological tests for syphilis were entirely negative. He 
teceived a course of penicillin consisting of 6,000,000 units 
in 10 days, after which arsenic and bismuth injections were 
then recommenced. He was given 2.1 g. of “ sasenceredl 
2.25 g. of neoarsphenamine, and 1 g. of bismuth. 

In July he noticed that he bruised readily, that he had 
developed a generalized dark rash over his body, that his 
gums bled readily, and that his urine was dark red in colour. 
He did not appear to be ill on admission, and was alert, co- 
operative, and intelligent. He was not anaemic, cyanosed, 
or jaundiced. There was a general petechial rash on his 
trunk and limbs, and he was bleeding freely from his gum 
margins. The urine was a dark reddish colour, and on ex- 
amination contained albumin and red blood cells. The liver 


and spleen were not palpably enlarged, and nothing abnor- 


mal was found on physical examination of the other bodily 
systems. 

Examination of the blood showed a normochromic 
anaemia, haemoglobin 9.5 g./100 ml., a leucopenia (3,600 per 
c.mm.), a slight thrombocytopenia, and a prolonged bleeding- 
time. Bone-marrow biopsy revealed a marrow hypoplasia. 


To relieve the purpura the patient was transfused with | 
pint (570 ml.) of perfectly fresh compatible blood. The 
next day he was much better and the purpura had almost 
completely disappeared. Three days later, however, the 
bleeding from the gums recommenced and fresh purpuric 


spots appeared on the thighs. A further pint (570 ml.) of 


fresh blood was transfused. Eight days after admission 
tonsillitis developed and examination of the blood again 
showed a normochromic anaemia with a leucopenia (1,900 
per c.mm.) and agranulocytosis with thrombocytopenia. One 
pint (570 ml.) of blood was withdrawn from a case of chronic 
myeloid leukaemia under treatment in the wards (W.B.C. 
112,000 per c.mm.), tested for compatibility, and this was 
transfused into the patient. This did not produce any 
significant rise in the neutrophil polymorphs of the peri- 
pheral blood. The patient had been on penicillin since the 
onset. A swab of the tonsillar area gave a pure growth of 
a streptomycin-sensitive Bact. coli, and penicillin was there- 
fore stopped and streptomycin therapy instituted on his ninth- 
day in hospital. Two days later he was clinically very much 
better ; his throat was easier and less inflamed, and the pur- 
pura had subsided. On the following day, however, an 
ecchymosis developed on the left eyelid and spread to in- 
volve the whole of the left orbit, and this was followed 
two days later by a haematemesis, after which the patient 
became very shocked and cold. Evidence of cerebral in- 
volvement quickly followed with severe headache and stiff- 
ness and rigidity of the neck. Despite the transfusion of 2 
pints (1.14 litrés) of fresh blood the patient drifted into coma 
and died. 

Post-mortem Summary.—Aplastic anaemia and purpuric 
haemorrhages into heart, renal pelves, skin, stomach, and 
brain, following arsenical therapy. Aplasia of vertebral 
marrow, confirmed histologically. The immediate cause of 
death was a massive intracerebral haemorrhage into the 
cerebellum and occipital lobes of the cerebrum, with sub- 
arachnoid extension into the posterior fossa. There was 
associated cerebral oedema and bilateral tentorial herniation, 
but no evidence of any disease of the cerebral vessels. 


Case 3 


A man aged 37 first attended the venereal diseases out- 
patient department of the Royal Victoria Hospital in March, 
1947. His wife, who had sero-positive syphilis, was already 
attending at this time. He himself had no complaints ; no 
history of gonorrhoea or syphilis, and the last extramarital 
exposure had occurred four years previously. On 'examina- 
tion there were no clinical signs suggestive of syphilis, and 
serological tests for syphilis were negative. His cerebro- 
spinal fluid was found to be normal. Accordingly no treat- 
ment was instituted, but he was kept under observation. 
In March, 1949, serological tests were positive. Kahn 
+++, W.R. ++, and Dreyer reading 5.4, and he received 
a ten-day course of intramuscular injections of penicillin to 
a total of 6,000,000 units. This was followed by combined 
courses of arsenic and bismuth injections, and at the end of 
the second course the serological tests for syphilis were 
again negative. 

When the patient reported for the third injection of his 
third course in September, 1949, petechial haemorrhages 
were noted on the skin and he was admitted to hospital. By 
this time he had received 7.65 g. of neoarsphenamine and 
1.8 g. of bismuth. He stated on admission that he had been 
feeling vaguely unwell for about two months. For about 
the same time he had also noticed a rash on his face and 
hands. This had been treated by his own doctor with 
penicillin cream, gentian violet, and other remedies, without 
benefit. He complained of some aching in his abdomen 
and of low back pain. Petechial spots had been noted for 
a few days before admission and he had had one attack 
of severe epistaxis. He was an epileptic and had been on 
phenobarbitone, 4 gr. (32 mg.), night and morning since he 
was 14. He had received no other drugs, and had suffered 
from no illnesses apart from an attack of pneumonia in 
1937. 
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Examination showed that he was well nourished, with 
some pallor of his mucous surfac.s. Papular and ex- 
coriated eczematous lesions with crusting were present on 
his beard region, especially on the left side of the chin, with 
enlargement of the submental lymph nodes. Chronic scaly 
fissured patches were present on the webs of the thumb and 
index fingers of both hands, and there were a few patches 
on the legs. This was considered to be an arsenica] dermatitis. 
Numerous petechiae were scattered over both legs below 
the knee, with less numerous patches on the back, shoulders, 
and buccal mucosa. The tongue showed a few petechiae, 
and there was slight bloody oozing from the gums. The 


spleen was not palpably enlarged and there were no | 


other bodily abnormalities. Examination of the blood on 
admission showed: haemoglobin, 10.6 g.%; red cells, 
3,230,000 ; white cells, 2,300 (polymorphs 8%); platelets, 
86,000 ; bleeding-time, 15 minutes ; clotting-time, 4 minutes ; 
capillary fragility, positive. Bone-marrow biopsy showed a 
grossly aplastic marrow with 3% developing myelocytic 
cells and 2% normobiasts. 

A course of dimercaprol (B.A.L.), 1.2 g. in six days, was 
given. This had little effect on the arsenical dermatitis and 
none on the marrow aplasia. On the day after admission 
he was transfused with 1 pint (570 ml.) of fresh compatible 
whole blood. The next day he complained of a sore throat, 
and a necrotic ulcer was found on the right tonsil. This 
was associated with a pyrexia of 101° F. (38.3° C.). A 
swab from the ulcer showed no microscopical evidence of 


. fusospirochaetes, but on culture gave a profuse growth of 


penicillin-sensitive haemolytic streptococci. The faucial con- 
dition improved and the temperature fell in 24 hours on intra- 
muscular injections of penicillin, 500,000 units daily. On 
the eighth day another pint (570 ml.) of compatible fresh 
blood was given, to which he had a pyrexial reaction— 
temperature 101° F. (38.3° C.)}—but without haemoglobin- 
uria. The following day he complained of crampy abdom- 
inal pain, with pain and tenderness in the right iliac fossa 
but no rigidity. This was associated with melaena. 

He was maintained with blood transfusions, but on the 
thirteenth day in hospital he had a haematemesis of about 
1 pint (570 ml.). The melaena persisted and blood clots 
appeared in the faeces. He looked ill and drawn, had 
abdominal pain, and the abdominal tenderness became more 
marked. It was considered that he had probably developed 
an intramural haemorrhage into the intestinal tract. Des- 
pite the transfusiens his condition deteriorated and he died 
on the fourteenth day after admission to hospital. 

Post-mortem Summary.—Aplastic, anaemia following 
arsphenamine therapy, generalized purpuric haemorrhages 
into skin, lungs, heart, kidneys, and intestines. Oedema of 
lungs. The immediate cause of death was massive haemor- 
thage into the intestinal tract, which was associated with a 
gross intramural haemorrhage into the hepatic flexure region 
of the colon, with extension into the perinephric fat of the 
right kidney. The brain was remarkably free from any 
evidence of petechial haemorrhages. The bone marrow 
showed extensive replacement with fat, and only a few 
basic reticulum cells, plasma cells, and lymphocytes were 


present. 
Case 4 P 
A woman aged 48, with a family of six children, all-alive 
and well, plus one child who died eight years previously, 
had no history of miscarriages, though her husband had been 


‘attending the venereal diseases department since 1939, 


originally with a sore on the penis and with Kahn ++ and 
W.R. +++. In Janwary, 1949, she also attended the 
department with perforation of the hard palate, the only 
other physical findings on complete examination being the 
presence of hyperkeratosis of the feet and leucoderma colli. 
Serological tests were: Kahn ++ and W.R.++. She 
received three courses of treatment consisting of 13.65 g. of 
neoarsphenamine and 3 g. of bismuth. The tests remained 
strongly positive throughout the therapy. 

One month after antisyphilitic therapy was started it was 
noticed that the patient was somewhat anaemic. Examina- 


tion of the peripheral blood revealed haemoglobin 77% 
(Haldane) and red cell count, 4,200,000, so she was put on 
ferri sulph. co. (N.F.) 3 gr. thrice daily. The anaemia did 
not respond to this, and in November, 1949, she was ad- 
mitted to hospital with severe pallor, nausea, and anorexia, 
a feeeling of tiredness, and breathlessness on exertion. 

Examination showed her to be pale, anaemic, well nour- 
ished, and without enlargement of the superficial lymph 
nodes. She was breathless on the slightest exertion, some- 
what listless, but co-operative. The tongue was smooth and 
the abdomen lax. The spleen was enlarged two finger- 
breadths below the costal margin, but the liver was not 
palpable. Pulse rate was 90 and B.P. 140/90. The heart 
showed some enlargement to the right, with a harsh systolic 
murmur at the apex. On admission the haemoglobin was 
21% (Haldane) (3.1 g./100 ml.), red cell count 950,000, 
white cell count 575, of which 63% were neutrophils. Van 
den Bergh 1.25 mg. per 100 ml. Bleeding and coagulation 
times were within normal range. The bone marrow showed 
aplasia, with marked reduction in the erythropoietic series. 

Repeated transfusions of fresh whole blood and a course 
of dimercaprol were given. She also received injections of 
20 ug. of vitamin Bw, one ampoule of vitamin K, and 
300 mg. of ascorbic acid daily, Six transfusions brought 
no significant reaction. The seventh transfusion resulted in 
a marked rigor, so transfusion was stopped. There was no 
significant improvement in the haematological picture 
despite the therapy: the white cell count remained low, 
the haemoglobin ranged between 50% and 29%, and there 
was constant thrombocytopenia. The patient gradually 
deteriorated, and died on the 28th day after admission. 

Post-mortem Summary.—Aplastic anaemia, haemosiderosis 
of spleen, slight haemosiderosis of liver, chronic pyelo- 
nephritis, and cystitis. The bone marrow showed marked 
aplastic replacement of both erythroid and myeloid series of 
cells by fatty tissue. 


Discussion 


Case 1 is a pure thrombocytopenic reaction to arsphen- 
amine, however this is produced. It showed the character- 
istic findings peculiar to this type of case—namely, free 
bleeding from mucous surface, marked fall in circulating 
platelets, and increased capillary fragility as shown by skin 
purpura and a positive Hess test. The bone marrow showed 
no abnormality of the myeloid or erythroid series, and no 
evidence of the eosinophilia which is usually present in 
allergic disorders affecting the bone marrow. The mega- 
karyocytes were depressed—few .in number, and with 
maturation arrest—suggesting a direct toxic effect of the 
drug on the mother cells of the circulating blood platelets. 
As in most cases of this type, there was a rapid and spon- 
taneous return to normal associated with a rise in the platelet 
count, which usually begins in 24-48 hours and returns to 
normal in four to seven days. This good prognosis has been 
noted in all cases showing this complication of arsenical 
treatment, and so far no fatalities have been recorded. This 
differs from the other blood reactions to arsenicals. 

Cases 2 and 3 at the onset superficially resembled Case 1, 
since they developed melaena with bleeding into the skin 
during the treatment of syphilis with standard courses of 
bismuth and arsenic by weekly injection. They showed a 
mild degree of anaemia, with moderate leucopenia, mainly 
affecting the polymorphonuclear leucocytes, a thrombocyto- 
penia, and prolonged bleeding-time. Despite treatment the 
haemorrhagic diathesis persisted and the leucopenia pro- 
gressed to an agranulocytosis with pyrexia and faucial 
manifestations. This peripheral pancytopenia was associated 
with a marked aplasia of the bone marrow (panmyelopathy), 
which affected all elements and was unassociated with ary 
increase in the eosinophil myelocytes, whose increase would 
have suggested a possible allergic basis for the bone-marrow 
inhibition. This tendency to massive rather than selective 
damage of the bone marrow by organic arsenicals has been 
noted by Plum (1937), who showed that of 47 cases with 
leucopenia 33 were associated with anaemia or thrombo- 
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cytopenia. He also pointed out that in arsenical agranulo- 
cytosis, in contradistinction to agranulocytosis produced by 
other heavy metals, there were a relatively high leucocyte 
count at the onset, a lower age incidence, and a higher 
incidence in males. 

It has been established that heavy metals (including arsenic 
and gold) exert their toxic effects on a biological system by 
reacting with the sulphydryl groups of the protein fraction 
of cellular enzymes to form mercaptides. The sulphydry] 
groups in the dithiol B.A.L. (dimercaprol ; 2:3-dimercapto- 
propanol) compete with the dithiol protein-metal complex 
in the tissues, thus combining with and eliminating the 
offending metal. This restores the enzyme system. The 
therapeutic efficacy of dimercaprol in some of the toxic 
manifestations of arsenical poisoning has been dramatic. Its 
effect on arsenical dermatitis has been good (Carlton et al., 
1948), and on gold thrombocytopenia and granulocytopenia 
encouraging (Lockie et al., 1947 ; Cohen et al., 1947 ; Ragan 
and Boots, 1947). 

The results of dimercaprol therapy on the haematological 
disturbances occurring during arsenotherapy are variable. In 
12 cases of agranulocytosis following intensive arsenic treat- 
ment for syphilis Fisher, Holley, and Fein (1947) reported 
good results with combined therapy including dimercaprol. 
Eagle (1946) treated 11 cases of arsenical agranulocytosis 
with dimercaprol, and 10 recovered ; he found, however, that 
dimercaprol had no beneficial effect on three cases of aplastic 
anaemia caused by arsenic poisoning. 

The first of our cases (Case 2) with agranulocytosis (and 
aplastic anaemia) did not receive dimercaprol, while the 
second (Cgse 3) was given a course of intramuscular injec- 
tions of dimercaprol in oil to a total of 1.2 g. spread over 
six days. There was no essential difference in the clinical 
course of these two cases and no rise in the peripheral 
cellular counts of the. blood, and both ended fatally. The 
fact that the associated arsenical dermatitis in Case 3 did not 
respond to dimercaprol suggests that the condition was of 
long standing (cf. Eagle, 1946). The damage to the bone 
marrow was severe, as it showed very few developing cells 
of either the myeloid or the erythroid series, and may have 
been irreversible. 

Case 4 presented as a gross’ aplastic anaemia from the 
onset, and purpuric manifestations were not observed, 
although the platelet count was uniformly low. Despite 
blood transfusions, oral iron and ascorbic acid, and injec- 
tions of vitamin Byz2 and of dimercaprol she showed no clini- 
cal or haematological response and her condition proceeded 
inexorably to a fatal termination. 

At the onset the clinical manifestations of a thrombo- 
cytopenic purpura of toxic origin are essentially similar to 
those encountered in the more severe cases of toxic pancyto- 
penia in which all elements of the bone marrow are 
depressed. Yet the former has a good prognosis and the 
latter a uniformly poor one. As a case of toxic pancytopenia 
develops, the initidl purpura becomes associated with a 
gradually increasing anaemia and a leucopenia which pro- 
ceeds to agranulocytosis. If such severe bone-marrow 
damage occurs during anti-syphilitic therapy with heavy 
metals it appears that the prognosis is poor, despite treat- 
ment with dimercaprol. All cases of purpura developing 
during treatment for syphilis should be followed carefully, 
with repeated blood examinations, to distinguish between 
the benign and fatal forms which may arise during arseno- 


therapy. 
Summary 


Four cases of blood dyscrasia resulting from the toxic 
effects of organic arsenicals are presented. 

One case of toxic thrombocytopenic purpura recovered 
spontaneously. 

The three other cases showed a pancytopenia with 
marrow aplasia and ended fatally. 

The administration of dimercaprol to two of the cases 
had no apparent effect on the severe toxic manifestations. 


My thanks are due to Dr. Hugo Hall for his kindness and 
co-operation in allowing me access to his cases and clinical 
records. 
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Functioning adrenal cortical tumours can produce 
various clinical pictures. In women, a group of 
symptoms associated with virilism is referred to as the 
adrenogenital syndrome. When such abnormalities as 
obesity, decreased sugar tolerance, hypertension, 
amenorrhoea, and hirsuties appear without virilism the 
name Cushing’s syndrome is employed. Considerable 
overlapping occurs, and cases of adrenocortical tumour 
may show features of both syndromes. 

An unusual case is described below in which hirsuties, 
obesity, and cutaneous striae appeared in a girl before 
puberty, and in whom menstruation began normally and 
continued regularly until six months before her death 
from a metastasizing tumour of the right adrenal cortex. 
Virilism was absent and carbohydrate metabolism was 


normal. 
Case Report 

The patient, a social worker, was one of 12 children. 
Both parents were short and stout, and one grandmother 
was said to be exceedingly fat. She herself was plump 
from infancy, but not excessively so. At 84 years she 
weighed 61 Ib. (27.7 kg.). At 10 years pubic and axillary 
hair appeared. She was then sent to the London Hospital 
on account of obesity—weight 95 Ib. (43 kg.), height 
4 ft. 3 in. (129.5 cm.}—and was dieted. The following 
year increasing obesity made further schooling impossible. 
Striae appeared in the loins, and the pubic hair assumed 
the male distribution. She complained of occasional 
migrainous headaches. 

A year later, aged 12, she entered hospital with pain in 
the left loin. Examination showed marked obesity ; weight 
104 Ib. (47.2 kg.), height 4 ft. 4 in. (132 cm.), rubicund 
facies, pubic hair extending’to umbilicus, with fine dark hair 
over shoulders and arms (Fig. 2a). Blood pressure was 135/ 
95 to 150/80. Investigations showed: blood urea, 21 mg. 
per 100 ml.; normal intravenous pyelogram and urea- 
concentration test ; cerebrospinal fluid normal ; fundi, visual 
fields, and radiograph of pituitary fossa normal. Radio- 
graphy showed no cardiac enlargement. In view of the 
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clinical appearances laparotomy was performed. The 
adrenals were poorly seen owing to fat, but nothing 
abnormal was observed except a small lump (? lymph 
node) on the right kidney: this lump does not appear to 
have been removed. After discharge she developed left- 
sided renal colic with haematuria, and subsequently passed 
a large calculus. : 

During the ensuing six months she gained 30 Ib. (13.6 kg.). 
Striae were now present not only in the loins but vertically 
down the abdomen, around the breasts, and on shoulders 
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Fic. 1.—The patient's Weight Chart. 
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and thighs. The hirsuties increased, and she developed 
some coarse dark hairs on the chin and upper lip, and 
around the nipples and umbilicus. The breasts became 
moderately large and pendulous, but showed -no evidence 
of functional activity. There were no signs of sexual 
precocity, and intellectual development was normal for 
her age, but she was emotionally immature. Blood pres- 
sure was 140/90 to 150/95. A blood count showed: red 
cells, 4,500,000 ; Hb, 80%; C.1, 0.88; white cells, 11,600 
(polymorphs 75%, lymphocytes 15%, monocytes 9.5%, 
eosinophils 0.5%). Repeated glucose-tolerance tests 








(a) (b) 


Fic. 2.—{a) Patient aged 12. From Harvey Cushing’s Pituitary 
Body, Hypothalamus, and Parasympathetic Nervous System. By 


courtesy of Charles C. Thomas, Publisher, Springfield, Illinois. 

® Patient — 15. From Raymond Greene’s The Practice 

of Endocrinology. By courtesy of Eyre and Spottiswoode 
(Publishers) Ltd., London. 


- alized hirsuties, and acne of 


showed anomalous values, on one occasion being rather 
flat and on others normal. At this stage she was presented 
at the Royal Society of Medicine as a case of obesity and 
hirsuties of ? adrenal origin (Ellis, 1932). She then received 
deep x-ray therapy to the pituitary fossa (total pituitary 
dose 1,120 r). At this time she weighed 180 Ib. (81.6 kg.), 
but rose to 193 Ib. (87.5 kg.) two months later, and further 
x rays were administered (total pituitary dose 420 r). By 
the time she was 13 she weighed 225 Ib. (102 kg.) and her 
blood pressure was 210/150. Renal-function tests were 
normal. Four pounds of abdominal fat was now removed 
at operation by Mr. Perry. 

At the age of 15 (Weight Chart, Fig. 1) she weighed 
263 Ib. (119.3 kg.), her height was 4 ft. 54 in. (135 cm.), 
and blood pressure 150/95. She was admitted to hospital’ 
for dieting, and lost 36 Ib. (16.3 kg.). Following this her 
blood pressure was 120/70. A glucose-tolerance test was 
normal. Her photograph at this time (Fig. 2b) shows con- 
siderable hirsuties, with generalized obesity. Striae were 
not well marked, and the face was less moon-shaped than 
previously. 

Her periods began at 16. During the first year she had 
three periods, each lasting three days, after which they 
became more frequent and occurred about every 30 days, 
with occasional intervals of up to two months. The loss 
at each period was scanty and lasted approximately three 
days. There was no dysmenorrhoea. She had no interest 
in the opposite sex. 

She lost more weight subsequently, and for the next 14 
years, under the dietary supervision of Miss R. Simmonds, 
she kept below 180 Ib. (81.6 kg.). She remained well, active, 
and at work until three months before her final admission 
to hospital at the age of 30, when she developed progres- 
sive dyspnoea, and a cough with frothy sputum. The head- 
aches became less severe. She began to lose weight (over 
2 st—12.7 kg.—altogether). The sputum became blood- 
streaked during the month before admission, and for three 
weeks she had noticed swelling of the ankles and palpita- 
tion. Amenorrhoea had been present for six months. 

On examination she was afebrile, weight 143 Ib. (64.9 kg.). 
height 4 ft. 6 in. (137 cm.), span 4 ft. 7 in. (139.7 cm). 
She was breathless on moving about in bed. There was 
obesity, especially of buttocks, hips, and abdomen, and 
the tissues were very lax (Fig. 3). There were widespread 
pink-and-white striae, gener- 





the face and back. The 
facies was round and ple- 
thoric. The hands and feet 
were small and delicately 
formed, and the nipples 
rudimentary, with © little 
underlying breast _ tissue. 
Over wrists and forearms 
were several ecchymoses, 
some probably spontaneous. 
The voice was feminine, and 
the larynx of female shape. 
External and internal geni- 
talia appeared normal, apart 
from the male distribution 
of pubic hair, and in particu- 
lar there was no_ gross 
enlargement of the clitoris. 
Respiratory system: early 
clubbing ; impaired percus- 
sion note at both bases; 
generalized fine rales. 
Cardiovascular system: 
blood pressure 170/120, 
slight oedema of the legs, 
but none over the sacrum ; 
jugular venous _ pressure 
normal ; apex beat impalp- Pig, 3,—Patient aged 30 years, 
able; no cardiac murmurs. a few weeks before death. 
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Gastro-intestinal system: paramedian and _ horizontal 
abdominal scars; there was a large firm mass palp- 
able in the right loin, dull to percussion, moving with 
respiration, slightly tender, and with a definable upper 
border. Central nervous system: normal. Urine: albu- 
min, leucocytes, debris, and profuse growth of Proteus 
vulgaris; sugar absent; normal calcium concentration 
(Sulkowitch’s test). 
Investigations . 

Examination of the blood showed: Hb, 101% (14.9 g.); 
red cells, 5,100,000; marked anisocytosis and poly- 
chromasia; moderate poikilocytosis; E.S.R., 8 mm. 
(Westergren); white cells, 6,000; urea, 19 mg. per 100 
ml. ; cholesterol, 187 mg. per 100 ml.; chloride, 595 mg. 
per 100 ml.; sodium, 320 mg. per 100 ml.; potassium, 
19 mg. per 100 ml.; calcium, 11.4 mg. per 100 ml.; phos- 
phorus, 3.9 mg. per 100 ml.; alkaline phosphatase, 41.4 
King—Armstrong units per 100 ml.; alkali reserve, 47.2 
vols. per 100 ml. Total proteins, 7.2 g.% (albumin 3.9 g., 
globulin 3.3 g., A./G. ratio 1.2); glucose-tolerance test, 
81 mg. per 100 ml. (fasting), 122 mg. (half an hour), 150 mg. 
(one hour), 136 mg. (one and a half hours), 150 mg. (two 
hours), 100 mg. (three hours); no glycosuria. X-ray exami- 
nation: —Chest: multiple pulmonary metastases, with media- 
stinal adenopathy. Skull: normal sella turcica. Dorso- 
lumbar spine: no evidence of secondary deposits. Hands: 
no osteoporosis. An intravenous pyelogram showed the 
right kidney to be displaced downward. An electrocardio- 
gram was normal. 

Endocrine assays gave the following results. 17-keto- 
steroids (see Table). 








: Colour Reaction for 
Total (Normal | £-fraction (Nor- 

Specimen 4-22 mg. per | mal up to 10%| Deby —w 
24 hrs.) of Total) | (Allen et al., 1950) 

1 221 34% Strongly positive 

; 256 = 34% ” ” 
(3 days before ‘ 
death) 150 19% Positive 














Reducing steroids (Dr. C. L. Cope): total neutral reducing 
steroids were 2.6 mg. a day, using deoxycortone acetate as 
standard, this being a low normal figure for the method 
used (Cope and Bain, 1951). Cortisone output, estimated 
by a biological method (Cope, 1951), was 250 ug. daily, 
a high figure. 

Clinical Course.—Progressive dyspnoea with cyanosis, 
terminating in sudden death on December 2, 1950, four 
weeks after admission. 


Post-mortem Examination 

Necropsy (Dr. C. V. Harrison) confirmed the clinical 
diagnosis of adrenal cortical carcinoma with metastases. 

Cardiovascular System.—The heart weighed 266 g. The 
right ventricle was 6 to 7 mm. in thickness, the left 17 mm. 
The coronary arteries showed a little atheroma. The inferior 
vena cava was invaded by tumour from the right suprarenal, 
extending upwards into the right atrium. 

Respiratory System—tThe right lung weighed 1,135 g. and 
was largely replaced by innumerable metastases, averaging 
2 cm. in diameter. The left lung weighed 532 g. Fine 
white spets averaging 1 mm. in diameter were scattered 
throughout, suggesting intravascular tumour. There were 
also a few metastases up to 1 cm. in diameter in the lower 
lobe posteriorly. The main left pulmonary artery at the 
entrance to the lung was occluded by tumour. 

The liver, weighing 2,356 g., was directly invaded by 
tumour in the upper posterior part of the right lobe. 
Within the liver the mass of tumour measured 13 by 10 
by 6 cm., but there were no other deposits, arid the rest 
of the liver appeared normal. 

Endocrines—The thyroid weighed 24 g. and was of nor- 
mal shape. One small 1-cm. fleshy nodule was present in 
the middle part of the right lobe posteriorly. The right 





adrenal gland weighed 965 g. and measured 18 by 11.5 by 
7 cm. It was nodular, had displaced the kidney down- 
wards without involving it, and was adherent to and invading 
the liver. Most of the tumour was necrotic, but the surviv- 
ing parts were pale pink and soft. Innumerable vessels were 
attached to it, and it had invaded the inferior vena cava. 
The left adrenal weighed 4.5 g., measured 5 by 1.3 by 1 cm., 
and was normal in position. On section a narrow (1 mm.) 
line of yellow cortex was visible. The parathyroids (two 
found) and pancreas appeared normal. 

Reticulo-endothelial System.—The spleen weighed 286 g. 
and showed four metastases in the upper pole, the largest 
2 cm. in diameter. Lymph nodes: two large malignant 
lymph nodes were found in the anterior mediastinum, just 
above the pericardium. Cervical, axillary,. and supra- 
clavicular nodes were normal. Spinal and sternal bone 
marrow were normal. 

Genito-urinary System.—The right kidney weighed 220 g. 
and showed several recent infarcts. Two metastases, 1.5 
and 1 cm. in diameter, were seen. The left kidney weighed 
250 g., and also showed fresh infarcts and a 1.5-cm. meta- 
stasis near the outer border. Ureters, bladder, and vagina 
were normal. The uterus was 7.5 cm. long, 4.5 cm. wide, 
and 2.5 cm. thick at the fundus. The cervical canal consti- 
tuted most of the uterus, being 4 cm. long. Both ovaries 
were of normal size, and contained numerous small yellow 
flecks, but no recognizable corpus luteum. Tubes were 
normal. 

Central Nervous System.—The brain weighed 1,145 g. 
and appeared to be normal. 

Skeleton.—The spine was straight and there was no osteo- 
porosis macroscopically. 


Histology 

Adrenal Tumour (Fig. 4)—The tumour cells were 
arranged in solid alveoli and columns separated by fine 
fibrous strands containing wide vascular channels. The 
cells varied enormously in size from about 15 » up to 
multinucleate syncytial masses. The nuclei were round, 
hyperchromatic, and vesicular, and the cytoplasm was 
homogeneous, ground-glass, and eosinophilic. Mitoses 






























Fic. 4.—Histological section of adrenal oO) showing 


trabecular arrangement. H. and E. (x90 


were uncommon. Vines’s androgenic stain was negative. 
Gomori’s alkaline phosphatase stain (Gomori, 1939) was 
strongly positive in the tumour cells as well as the endo- 
thelia of stromal vessels. The Ashbel-Seligman _histo- 
chemical test (Ashbel and Seligman, 1949), reputedly 
specific for ketosteroids, was strongly positive. The 
Sudan IV stain for fat was positive, but this fat was 
not anisotropic. 

The left adrenal was qualitatively normal, and contained 
rather less lipoid than average, but this was anisotropic. 
Vines’s stain was negative. Both Jungs showed many meta- 
stases in arteries and invading the lung tissue. There was 
considerable interstitial fibrosis in the left lung, of uncertain 
origin Some might have been a reaction to the tumour 
cells, and some a result of chronic infection. The thyroid 
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was normal, but appeared to have been a trifle inactive. 
In the ovary ripening follicles of various ages were present, 
but no corpus luteum; there were, however, plenty of 
corpora albicantia and several stomal foci of large, 
pale, foamy theca lutein cells. The endometrium was 
thick, and showed a proliferative reaction, but lacked 
mitoses. Both breasts showed gross atrophy and could 
be readily mistaken for male breasts. Bone: twelfth dorsal 
vertebra and first metacarpal were normal. There was no 
loss of trabeculae. 

Pituitary (Dr. A. G. E. Pearse).—Macroscopically the 
gland appeared smaller than normal. Microscopically, 
three main changes were present. First, there was a 
large (3 mm. diameter) chromophobe adenoma containing 
a few acidophils, ghosts of hyaline basophils, and some 
mucoprotein secretion. Three smaller chromophobe adeno- 
mata were also noted. Secondly, the number of acidophils 
was considerably reduced, large degranulated forms and 
small deeply granulated types predominating. Thirdly, over 
60% of the basophils were of Crooke’s hyaline variety 
(Fig. 5}—a high proportion by comparison with other 
reported cases. 











Fic. a section of anterior pituitary, showing hyaline 
changes in the phils. Trichrome periodic-acid-Schiff stain. 
(x 1,150.) 

Discussion 


The most striking feature of this case is the length of time 
during which symptoms suggestive of Cushing’s syndrome 
were present before malignant changes supervened. A 
search of the literature reveals no comparable case. 

The age of onset (8} years) also appears to be unusual ; 
most of the reported cases developed symptoms either before 
the age of 5 years or after puberty. 

The diagnostic problem which our patient presented is 
evident from her history. In view of the absence of clitoral 
enlargement her case would presumably fall into the 
category of Cushing’s syndrome rather than adrenal 
virilism (the adrenogenital syndrome). If this is so, the 
absence of amenorrhoea (except terminally) and of disturbed 
carbohydrate metabolism is atypical. 

Cushing’s syndrome has been observed in association with 
neoplasms and hyperplasia of the adrenal cortex, and with 
basophil adenomata of the pituitary. In the present case 
a carcinoma of the adrenal cortex was present, with four 
chromophobe adenomata of the pituitary; and, consider- 
ing the long history, it seems highly probable that the initial 
adrenal lesion at the age of 8} was either hyperplasia or 
adenoma. It is difficult to believe that pituitary adenomata 
can produce Cushing’s syndrome except by stimulating the 
adrenal cortex—and such a belief would certainly compli- 
cate our present conception of adrenocortical hormone 
action. The administration of glucocorticoids produces 
many of the changes found in this condition (Sprague ef 
al., 1950), and adrenocorticotrophic hormone (A.C.T.H.) will 
produce such changes only if the adrenals are intact. 





Indeed, pituitary basophil adenomata are sometimes found 
at necropsy in individuals not exhibiting endocrine abnor- 
malities, and are often absent in florid cases of Cushing's 
syndrome. Admittedly, however, the incidence of such 
tumours is higher in these patients. The point will doubt- 
less be settled when reliable methods are available for the 
determination of A.C.T.H. in blood and urine, as a normal 
blood level would exonerate the pituitary from aetiological 
responsibility. Such methods are now being developed 
(Bornstein and Trewhella, 1950). 

It is possible that in cases of Cushing’s syndrome previ- 
ously reported as being due to basophil adenoma of the 
pituitary the likelihood of anatomical or functional adrenal 
hyperplasia was not sufficiently considered ; the histological 
criteria of hyperplasia are notoriously difficult to assess. 

It has been thought from time to time that the regular 
occurrence in Cushing’s syndrome of hyaline changes in the 
pituitary basophil cells (Crooke, 1935) indicated a causal 
relationship. However, Kepler (1945) was strongly of the 
opinion that these changes were secondary to adrenal hyper- 
function—a view previously expressed by Bauer (1936) and 
supported by Albright (1942-3). Also, Laqueur (1950) has 
observed similar histological appearances in the pituitary 
following cortisone administration in man. This requires 
confirmation. 

Crooke (1946) stated that hyaline cells do not occur in 
the hypophyses of patients with virilism alone, but Mellgren 
(1944) did find such cells in four cases of virilism. In no 
reported case of virilism, however, has the percentage of 
hyaline basophils exceeded 5, whereas much higher figures 
are recorded in Cushing’s syndrome. 

The results of hormone assays in our case conform to the 
usual 17-ketosteroid excretion pattern found in functioning 
adrenocortical tumours (Crooke and Callow, 1939)}—namely, 
high total values, high 8-fraction, and a strongly positive 
colour reaction for dehydroisoandrosterone. 

The atypical corticoid excretion may possibly be corre- 
lated with the atypical clinical picture: it is usual for total 
reducing steroids to be raised in Cushing’s syndrome. 


Summary 


A case is described in which obesity began in a girl 
aged 8 years 6 months, and was followed by hirsuties, 
cutaneous striae, and hypertension. The clitoris did 
not enlarge, carbohydrate metabolism was normal, and 
menstruation was unaffected until shortly before death 
at the age of 30 from a metastasizing carcinoma of the 
right adrenal cortex. The pathogenesis of Cushing’s 
syndrome is discussed. 


Our thanks are due to Dr. Russell Fraser and the staff of the 
Department of Pathology, Hammersmith Hospital, for their in- 
valuable advice and help in the preparation of this paper. We 
are also indebted to Dr. A. C. Crooke and Dr. Stuart Mason for 
details of the early history, to Miss P. M. Burrows for the 
diagram, and to Mrs. M. E. Connolly of the photographic 
department. 
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ISLET-CELL TUMOUR OF THE 
PANCREAS 


BY 


D. D. WEBSTER, M.B., B.S., D.P.M. 
Senior Registrar, St. Luke’s Hospital, Middlesbrough 


AND 


A. N. BLADES, M.B., B.S. 
Pathologist, Central Clinical Laboratory, Middlesbrough 


We should like to put on record another case of this 
disorder, which presented an unusual feature—the co- 
incidence of hypoglycaemic attacks with the menstrual 
periods. 

Case History 


The patient, a single typist aged 20, had no significant 
previous medical history. In October, 1950, on the first 
day of the period, after rising in the morning, she had an 
episode lasting about an hour in which she felt “ dazed.” 
Her mother described her behaviour as “trance-like and 
automatic,” and she was slow to respond. She had diffi- 
culty in eating breakfast, and was found in the kitchen 
going through the motions of bread-cutting with empty 
hands. Nothing else abnormal was noticed, and the 
trouble cleared during the day. 

In November, again at the time of the menses, a similar 
episode took place, her mother finding it difficult to get 
her roused and off to work. In December, when the symp- 
toms occurred again, she was taken to her doctor, who found 
no abnormality and considered that it was either petit mal 
or a neurosis. 

In January, 1951, on the first day of the menses, she had 
an episode in the late evening in which she flung her arms 
about in a trance and knocked things over. Her father 
observed that she perspired freely. By the time the doctor 
arrived, an hour later, she was normal again. In February 
a similar “dreamy state” recurred. In between these 
attacks she lived a normal life, continuing with work and 
social activities. 

In March, on a Saturday at the time when she was due 
for her period, her mother found that she had not got out 
of bed after being called. She seemed to be in a “coma- 
like ” state and was unable to do anything for herself. This 
lasted for a matter of hours, but by early afternoon she 
improved, her confusion cleared, and she went to bed 
normally. During the night she was extremely restless 
and “flung her arms about continuously.” 

The following day, Sunday, she was “ semi-stuporous,” 
but became more lucid towards the evening. During these 
two days she ate normal meals except for breakfast. That 
night she was again restless, and the mother reported that 
occasional “ muscular spasms ” occurred, when she clenched 
her hands and stiffened her legs ; but her parents managed 
to feed her with rum and hot milk, which brought about 
an improvement in her condition, and in the early morning 
she emerged from the stupor and was perfectly orientated, 
recognizing her doctor without difficulty and chatting 
brightly with him. 

She remained well all that day, Monday, and in the 
evening entertained a friend to supper. She went to bed 
at 10 p.m., but during the night the restlessness recurred 
with purposeless movements of her arms and legs, and 
she was not responsive to normal stimuli. Her respirations 
were rapid and stertorous and her temperature seemed to 
be raised. 

She was admitted to hospital at 2.30 p.m. on Tuesday, 
March 13. On examination she was in a deep coma, 
temperature 101° F. (38.3° C.), respirations 30, and pulse 
64. Tendon reflexes were increased, abdominals absent, 








plantars extensor. An electroencephalogram showed a 
diffuse disturbance of low frequency and high voltage 
indicative of a generalized metabolic disorder. Blood- 
sugar estimation gave 64 mg. per 100 ml. 

She was given glucose per rectum and later intravenously, 
but without response. She died the following night, 33 hours 
after admission, without recovering consciousness. The 
blood sugar shortly before death was 20 mg. per 100 ml. 


Pathological Findings 

At necropsy the pituitary gland was enlarged to one and 
a half times the normal size, projecting upwards round the 
stalk, and was golden yellow on section. Histologically the 
enlargement was in the anterior lobe, in which conspicuous 
blocks of eosinophil cells were seen. The proportion of 
these cells was high, but was not significantly beyond 
normal limits. The thyroid was inactive, with much 
colloid. 

The pancreas contained a rounded dark-red, soft, solid 
tumour 4 in. (1.25 cm.) across projecting forwards from 
the gland at the junction of the left and middle thirds. 
Histologically this consisted of solid islet tissue and was 
devoid of capsule; it was invading blood vessels, but in 
view of the remarks of Frantz (1940) it is not possible to 
maintain that it was malignant, as no metastases were found. 
The suprarenals, thymus, and ovaries were normal. Apart 
from oedema of the lungs, no other abnormality was found, | 


Discussion 


Over 400 cases of islet-cell tumour of the pancreas are 
now on record (Howard, Moss, and Rhoads, 1950). The 
following particular points are of interest in the present 
case. 

(1) The comparatively short time between clinical onset 
and death—just under six months. ; 

(2) The occurrence of the symptoms only at the time of 
onset of menstruation or the day before. Taken together 
with the enlargement of the pituitary, this suggests that the 
activity of the tumour is affected in some way by the 
hormones of the pituitary-ovarian complex. We do not 
feel competent to speculate on the nature of this intercon- 
nexion, but a search of the literature shows that at least four 
other cases are on record in which hypoglycaemic symp- 
toms coincided with the onset of the period (Whipple and 
Frantz, 1935 (2 cases); Mitchell et al., 1938 ; Howard, Moss, 
and Rhoads, 1950). It may be no more than an expression 
of the alteration of the metabolic rate which occurs at that 
time, but if this is so it is difficult to see why symptoms are 
not provoked by exertion or hunger, etc., occurring in the 
normal course of events at other times. This periodicity can 
mislead so far as the differential diagnosis from epilepsy 
is concerned, because, as is well known, this disorder may 
show itself only at the time of menstruation. 

(3) As Duras (1951) points out, the blood-sugar level is no - 
criterion for diagnosis. In this instance the blood sugar on 
admission was 64 mg. per 100 ml., although the patient was 
in deep coma. Similar blood-sugar levels, and higher ones, 
are often found in “ prolonged coma” following insulin 
treatment for schizophrenia, and in these cases it -would 
seem that the prolonged hypoglycaemia causes a cessation of 
cerebral metabolic processes, since even massive doses of 
glucose intravenously may produce no effect ; it is known, 
however, that if this glucose is followed by a small dose 
of insulin the successful termination of “ prolonged coma ” 
can sometimes be brought about, and it has therefore been 
suggested that the second dose of insulin acts as a stimulus 
to cerebral metabolism. We suggest, therefore, that in the 
treatment of coma due to pancreatic hypoglycaemia, or of 
suspected cases, a normal blood sugar should not be allowed 
to negative the diagnosis, and that after glucose has been 
given intravenously, without response, a small dose of insu- 
lin—for example, 5 to 10 units—might be tried. Rectal 
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administration of glucose may serve as a first-aid measure, 
but it is now considered that absorption is very slow and 
incomplete (Peters and. Van Slyke, 1946). 


Summary 


A fatal case of functioning islet-cell tumour of the 
pancreas in a woman of 20 is described. 

The regular association of symptoms with the start of 
the menstrual period is noted. 

Pathological findings are given, and some suggestions 
are made about treatment in the light of experience with 
insulin coma therapy in schizophrenia. 

We wish to thank Professor R. A. Willis for his opinion on 
the pituitary gland and Dr. T. M. Cuthbert, physician ‘superinten- 
dent, St. Luke’s Hospital, for his advice and opinion on the 
electroencephalogram. 
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Medical Memoranda 


Intra-partum Uterine Rupture 


Uterine rupture, whether in the upper or the lower segment, 
is one of the most serious catastrophes in obstetric practice, 
but it is not generally recognized that, of the two, rupture in 
the lower segment is much the more dangerous. 

Dugger (1945) collected 105 cases of uterine rupture (65 
died and 40 recovered)—34 were ruptures of upper-segment 
section scars (27 recovered and 7 died) and 71 were of lower- 
segment rupture (58 fatal). Watt (1950), in an analysis of 
15 cases of uterine rupture occurring in the Toronto General 
Hospital, found 9 of the lower-segment type with 3 maternal 
deaths, and 6 in the upper segment with no maternal deaths. 
Simons (1950) described three cases of lower-segment rup- 
ture occurring in women of high parity, and all terminated 
fatally. Sheehan (1948), in 147 necropsies on patients dying 
from obstetrical shock, found 20 cases of rupture of the 
uterus, most of which had been undiagnosed in life. Only 
one of these was of the upper-segment type, all the others 
being lateral tears in the lower segment. 

Rupture in the lower segment is at the onset extraperi- 
toneal, except in the rare case of posterior rupture. The 
extraperitoneal rupture which has been given the unfortunate 
name of incomplete rupture—thereby implying a less serious 
condition than the transperitoneal rupture—may extend into 
the plexus of large veins situated in and around the lower 
segment, or into the uterine veins themselves, without pro- 
ducing any immediate and dramatic change in the patient’s 
condition. The bladder may be involved at the same time. 
Thus rapid venous bleeding may be taking place and remain 
undiscovered until the patient suddenly collapses. The 
earliest, clue to the true state of affairs is weakening or 
cessation of the pains ; and recognition of its true signifi- 
cance is absolutely vital, and must not be confused with 
uterine inertia. 


Examination of the patient may now reveal that the pre- 
senting part has risen from the pelvis and may be lying in 
the iliac fossa, and that vaginal bleeding is occurring. Both 
these signs, however, may be missed at this stage if the 
significance of the sudden cessation of labour pains is not 
realized. If the true state of affairs remains unrecognized, 
then acute circulatory deficiency soon becomes evident, and 
finally the peritoneum overlying the rapidly develop- 
ing haematoma ruptures and acute peritoneal shock is 











added to acute blood loss. Furthermore, the muscle of the 
lower segment is unable to contract down upon the bleeding 
vessels, and blood continues to pour out as long as the heart 
can maintain a circulation. In this type of case bleeding 
takes place so rapidly that ordinary transfusion methods 
cannot supply blood at an adequate rate, and early diagnosis 
and laparotomy offer the only hope of saving the patient’s 
life. 

In contrast, rupture in the upper uterine segment as a rule 
gives a fairly clear-cut picture of the acute abdomen with 
intraperitoneal bleeding, but once the uterine contents have 
been extruded into the peritoneal cavity the uterus can and 
does act as its own haemostat, contracting down firmly on 
the bleeding vessels. In this case immediate operation is 
not an absolute necessity, and time can be taken for resuscita- 
tion before operation. 

The following cases illustrate the above points. 


CAsE 1 ‘ 


The patient was a 38-year-old 11-gravida whose expected 
date of delivery was October 10, 1948. Her previous 
delivery was by classical caesarean section for severe ante- 
partum haemorrhage due to placenta praevia. The opera- 
tion had to be terminated rapidly owing to her poor condi- 
tion, and she was advised to undergo hysterotomy and 
sterilization for any subsequent pregnancy, as the quality 
of the uterine repair was suspect. She had ignored this 
advice and had not attended any antenatal clinic during 
the present pregnancy. 

At 9 a.m. on October 4 she had sudden severe abdominal 
pain and was admitted to hospital two hours later. On 
admission she was extremely collapsed, pale, clammy, and 
restless, with an almost imperceptible pulse and unrecordable 
blood pressure. The abdomen showed generalized tender- 
ness and rigidity and the presence of free fluid. A foetal 
limb could be felt lying superficially under the left costal 
margin. There was no vaginal bleeding. A diagnosis of 
ruptured upper-segment scar was made, and morphine 3 gr. 
(11 mg.) was given intravenously. Plasma transfusion was 
begun, followed by cross-matched blood. At 5 p.m.—that 
is, eight hours after rupture—the blood pressure was 76/ 
40, and laparotomy was carried out. Foetus, placenta, and 
blood were removed, and the uterus was found to be rup- 
tured along the line of the previous incision, and was so 
firmly contracted that it was almost turned inside out. A 
subtotal hysterectomy was performed, and at the end of 
the operation the blood pressure was 92/60. The patient 
made an uneventful recovery and was discharged on the 
12th day. 


CASE 2 


A 4-gravida aged 35, whose expected date of delivery was 
April 10, 1950, had her first confinement in Norway in 
1946. She was for three days in strong labour ; forceps 
delivery and a pyrexial puerperium followed, and she was 
in hospital for a month after delivery. The subsequent 
deliveries were in a nursing-home in this country, the first 
being a stillborn breech, birth weight 8 lb. 5 oz. (3.8 kg.), 
after 20 hours in labour, and the second a normal vertex 
delivery, birth weight 7 Ib. 6 oz. (3.2 kg.), after four hours 
in labour. At the 36th week of the present pregnancy the 
presentation was a breech, which was easily rotated to a 
vertex. There was no placental tissue palpable in the lower 
segment, and the true conjugate measured 4 in. (10 cm). 
The inlet was slightly android, but the cavity and outlet 
were normal. These clinical findings were confirmed by 

x-ray pelvimetry. The presentation remained a vertex, and 
she was admitted in labour at full term. 

On admission her condition was good, blood pressure 
being 134/80 and pulse rate 80; pains were occurring regu- 
larly every five minutes, and the head was engaged at the 
brim. After a further two hours in strong labour the pre- 
senting part was entering mid-cavity with the cervix two- 
thirds dilated. At this point the patient had a sensation 
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of continuous retropubic discomfort, and 20 minutes later 
the pains ceased completely. I saw her 10 minutes later, 
when her pulse rate was 86 and blood pressure 126/76. 
There was no clinical evidence of any deterioration if her 
general condition. There was marked tenderness on pres- 
sure above the pubis, the foetal head could not be felt at 
the pelvic brim, and rectal examination showed the present- 
ing part to be no longer in the pelvis. There was a moder- 
ate bright-red vaginal loss. A diagnosis of rupture of the 
lower segment was made, and the patient was taken immedi- 
ately to the theatre, where laparotomy was begun 35 minutes 
after cessation of the pains, a blood transfusion having 
been started meanwhile. By the time the operation was 
begun the blood pressure had fallen to 76/38, the pulse 
was 126, and the patient was showing evidence of severe 
blood loss. The peritoneal cavity contained 4 pints (2.2 
litres) of blood. There was a ragged tear across the anterior 
surface of the lower segment extending round the right 
border of the uterus and down into the cervix on that side. 
The right uterine vein was completely torn across and was 
bleeding profusely. 

The foetus (weight 9 Ib. 3 oz—4.2 kg.) and placenta lay 
free in the abdominal cavity, and the body of the uterus 
was firmly contracted. 

Bleeding was controlled, foetus, placenta, and blood were 
removed, and a subtotal hysterectomy was carried out. At 
the termination of the operation the blood pressure was 
84/40, 2 pints (1.1 litres) of blood having been given. 
Subsequent progress was uneventful, and the patient was 
discharged on the 14th day. 

Rospert Hopkinson, M.D., F.R.C.S., M.R.C.O.G., 
Obstetrician and Gynaecologist, 
East Glamorgan County Hospital. 
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Acute Phlegmonous Colitis 


As this condition has not, so far as I can find, been described 
in- this country, the following case is of interest. Two cases 
of acute phlegmonous caecitis were described by Nardell 
(1949) and a third by Shove (1950). The lesion in the present 
case lay in the medial wall of the ascending colon adjacent 
to the ileo-caecal valve. Eleven similar cases were reviewed 
by Spivack and Busch in 1943. 


Case REPORT 


A man aged 22 was sent to hospital by his own doctor 
in the early hours of January 28, 1949, with a diagnosis of 
acute appendicitis. Abdominal pain had begun the previ- 
ous night. During the previous day he had eaten his break- 
fast and lunch but not his evening meal, and his bowels 
had been opened once normally. On the night of admission 
the pain became very acute and he vomited several times. 
He had been feeling unwell for several weeks, and had been 
attending his doctor for a boil on his left forearm and an 
ulcer on his tongue. In March, 1948, he had been in hospi- 
tal with left lobar pneumonia, and in 1946 he had had a 
mastoid operation for left-sided acute otitis media. He had 
been demobilized from the Army in February, 1948, after 
serving with the Army of Occupation in Germany. 

On examination his temperature was 100° F. (37.8° C.), 
pulse 136, and respirations 32. He appeared pale and 
shocked. The whole abdomen was acutely tender, with 
muscle guarding in the right iliac fossa. This prevented 
any mass from being felt. Rectal examination revealed 
nothing abnormal. There was a healing boil on the left 
forearm and a small circular midline ulcer on the dorsum 
of the tongue near the tip. 

An intravenous infusion of glucose 5% and normal saline 
was begun immediately. An hour later operation was per- 


formed under general anaesthesia. When the abdomen 
relaxed a distinct mass could be felt high up in the right 
iliac fossa. A gridiron incision was made and only a small 
amount of serous fluid was found in the peritoneal cavity. 
The appendix was hanging free from its mesentery and 
showed no macroscopic abnormality. A solid mass about 
the size of a golf ball-was felt in the ascending colon, and 
was exteriorized for inspection ; it was situated in the medial 
wall of the ascending colon immediately adjacent to the ileo- 
caecal valve. The peritoneal surface was pink and grossly 
oedematous and there were two small areas where the sur- 
face was grey and rough. The lesion was well localized, 
though affecting the ileo-caecal valve and caecum at its 
periphery. The ileo-caecal valve was not obviously 
obstructed. The oedema extended into the mesentery, in 
which several greatly enlarged soft lymph nodes could be 
felt. The appendix was not removed and the mass was 
returned to the abdomen. The abdomen was closed without 
drainage. 

The intravenous drip was continued post-operatively, and 
sulphadimidine, 1 g., and penicillin, 100,000 units, were given 
by injection four-hourly. The patient’s condition, however, 
rapidly deteriorated: the pulse rate and temperature rose 
and the blood pressure fell. He died 20 hours after 
operation. 

At necropsy, which was performed by Dr. Richard Pearce, 
it was noticed that the right thigh was larger than the left. 
On tapping it with the flat of a knife blade it gave a resonant 
note compared with the left. Extensive gas gangrene was 
discovered in the abdominal musculature round the opera- 
tion wound, in the right ilio-psoas muscle, and in the muscles 
of the anterior compartment of the right thigh. There was 
no general peritonitis. The intestinal lesion consisted of an 
area of acute cellulitis, involving the whole thickness of the 
intestinal wall, measuring 2 to 3 in. (5-7.5 cm.) across. 
Except for this area the whole gastro-intestinal tract 
appeared normal. No trace of ileitis or diverticulitis was 
found, and there was no obvious ulcer or injury to the 
mucosa covering the inner aspect of the lesion. The ileo- 
caecal valve, though involved, was not completely obstructed. 
There was haemorrhage into the right suprarenal gland and 
signs of active chronic inflammation in the cells of the left 
mastoid. Both lungs showed some terminal basal pneu- 
monia and old pleural adhesions. A section of the lesion 
examined under the microscope showed “spreading 
anaerobic infection of the whole thickness of the bowel 
wall.” A section of the ulcer of the tongue was reported 
as “granulomatous ulcer non-specific.” 


COMMENT 


The pathology of this lesion corresponded with that 
described as the circumscribed type of acute phlegmonous 
caecitis by Nardell (1949), Bulmer (1947), and Spivack and 
Busch (1943). It seems likely that the lesion began as a 
haematogenous focus from the mastoid or the boil on the 
forearm. The gas-forming organisms then traversed the 
lesion from the lumen to the adjacent abdominal muscles. 
In the cases described in the literature there is no record 
of gas gangrene as a sequel to this lesion. A case of gas 
gangrene complicating carcinoma of the colon was reported 
by Wyman (1949), who briefly reviewed other cases of 
endogenous gas gangrene. Although Spivack and Busch 
came to the conclusion that removal of the lesion when cir- 
cumscribed is unjustifiable, it is conceivable that in the 
present case resection might have prevented the onset of gas 
gangrene. 

J. F. H. Burman, F.R.CSS., 
Surgeon, Carshalton War Memorial Hospital. 


REFERENCES 


ulmer, J. Wesley (1947). Med. Times, N.Y., 75, 6. 

Nardell, S. G, (1949). British Medical Journal, 2, 1210. 

Shove, R. F. (1950), Ibid., 1, 190. 

Spivack, A. H., and Busch, I. (1943). Amer. J. Surg., 61, 54. 
A. L. (1949). British Medical Journal, 1, 266. 








— 








ee NEL 








" 
4) 


ocie a Aeeesteee cee 


OR I ee et 


5 Sp tin prime 


; 
fe 

i 

; 





310 Fes. 9, 1952 


REVIEWS 


Barrie 
Mepicat JOURNAL’ 





Reviews 








DISEASES OF THE EYE 


Systemic Ophthalmology. Edited by Professor Arnold 
Sorsby. (Pp. 733; 309 figures and 38 coloured plates. 
£4 4s.) London: Butterworth and Co. 1951. 


This book should have comprehensive appeal to a wide 
range of readers. “ Systemic ophthalmology ” is interpreted 
as covering the innumerable conditions wherein ocular 
disease is associated with disturbances elsewhere in the 
body, and, liberally as this is interpreted in the present 
volume, it embraces much of ophthalmology and also much 
of medicine. Some indication of its scope is seen in the 
subjects reviewed. The first section is about the bearing 
of experimental embryology on ocular problems, the ocular 
conditions (particularly retrolental fibroplasia) related to 
premature birth, intrauterine infections (syphilis, rubella, 
and toxoplasmosis), and the host of genetically determined 
anomalies which play so obvious a part in ocular pathology. 
The second part is on inflammations, allergies, and bacterial, 
rickettsial, viral, mycotic, and other infections which affect 
the eyes and at the same time have systemic implications ; 
in this section those infections (brucellosis, leprosy, and 
tropical conditions) which are not particularly common in 
Britain are extensively discussed. The third part is on 
nutritional, metabolic (including diabetes and rheumatism), 
and endocrine disorders; the fourth on central nervous 
disturbances ; the fifth on cardiovascular and haemopoietic 
conditions ; and the sixth comprises a general miscellany 
which includes the ophthalmic implications of skin diseases, 
injuries, and intoxications, and such problems as the meta- 
stases of tumours, and senile changes. 

The book is of composite authorship by a large number 
of the most prominent among British and American oph- 
thalmologists ; the editor must be congratulated on the 
eminence and distinction of his team. Moreover, the edit- 
ing has been good in that there are fewer contradictions 
than are usually seen in work of this type, and little over- 
lapping of the various subjects. As in all such books, the 
chapters differ in quality, but most of them are good and 
some excellent—particularly those by Reese and Blondi on 
retrolental fibroplasia, by Woods on ocular infections, and 
by Nevin and Kiloh on organic central nervous disturbances. 
Most chapters show a nice blend of established and new 
information, giving a fair presentation of the present state 
of our knowledge and an indication of emergent trends. 
Finally, the general production of the book is excellent and 
the abundant figures are often particularly informative. 


STEWART DuKE-ELDER. 


VITAMINS 


Vitamins. A Digest of Current Knowledge. By Leslie J. 
Harris, Sc.D., D.Sc., Ph.D., F.R.I.C. (Pp. 244; 84 illustra- 
tions and 111 structural formulae. 15s.) London: J. and A. 
Churchill. 1951. 


In a small book of some 200 pages Dr. Harris has compiled 
an excellent digest of current knowledge of the vitamins. 
The historical approach has been rightly used throughout 
the book to give the student a balanced insight and under- 
standing of the problems under discussion. A useful list of 
references is given at the end of each chapter. The book 
is profusely illustrated with photographs, line drawings. and 
graphs. Dr. Harris describes concisely and lucidly the clini- 
cal, chemical, and pathological effects which result from 
deficiency of the various vitamins in man and in animals. 
By the inclusion of an appendix the book is brought right 
up to date and includes even such recent information as the 
relationship of vitamin By to Castle’s intrinsic and extrinsic 
factors. 


The physician interested in nutrition may perhaps feel that 
too great a proportion of the book has been devoted to 
pathology and chemistry and more should have been given 
to clinical aspects of nutrition, including such vexed ques- 
tions as the existence and recognition of subclinical states 
of vitamin deficiency in man. In the preface Dr. Harris says 
that the object of his book is to supply a relatively brief 
and summarized account of the vitamins which will be use- 
ful to science students, medical students, dietitians, and 
others who wish to gain an impression of the present state 
of knowledge on this subject. The author can be con- 
gratulated on successfully accomplishing this object by pro- 
ducing a small book which is pleasant to read, excellently 
illustrated, and packed with useful information. 


L. S. P. Davipson. 


GUIDE TO JUNG’S WORK 


The Psychology of C. G. Jung. By Dr. Jolande Jacobi. 
Fifth edition, new and revised. (Pp. 204; 19 illustrations. 
12s. 6d.) London: Routledge and Kegan Paul. 1951. 


The writings of Professor Jung, dating from 1902, amount 
to thirty-five books and almost a hundred contributions to 
various journals. His work has been that of a pioneer and 
he has made no effort to systematize his psychological 
theories and research.. The purpose of this book is to pro- 
vide a synopsis and guide to the essential features in Jung’s 
teaching. This is a wellnigh impossible task, and particu- 
larly so because Jung’s work is undogmatic in character— 
the very antithesis of a closed and finished system. 

The volume grew out of a lecture, and it still retains 
something of the lecture atmosphere, particularly in the 
first two chapters, which occupy two-thirds of the book. 
A diagram on the blackboard is apt to lose vitality when 
reproduced in print, and there are too many diagrams here. 
The third part, on the practical application of Jung’s theory, 
is much more interesting. Here the author gives Jung’s 
views on transference and discusses the dialectical quality 
of analysis, the therapeutic application of Jung’s theory of 
types, the hypothesis of the collective unconscious and 
archetypes, the compensatory relationship between the 
conscious and the unconscious, the process of individua- 
tion, and the place in therapy of spontaneous drawing and 
painting. 

The book will be of special interest to those who have 
read at least some of Jung’s books. For the beginner it 
is too condensed and, alas, too dogmatic, especially in its 
comments on the psychological aspects of religion. A bio- 
graphical sketch of Jung provides much interesting material 
and gives a glimpse of Jung himself. There is also the most 
complete bibliography of Jung’s writings yet published. The 
translation is somewhat ornate, and there is a tendency to 
use ungainly neologisms such as influenceability, paradoxi- 
calness, perturbedly. The index is useful and impeccable. 


E. A. BENNET. 


DICTIONARY OF SCIENTISTS 


Chambers’s Dictionary of Scientists. By A. V. Howard, B.Sc. 
(Cols. 500; 70 illustrations. 12s. 6d.) London and Edin- 
burgh: W. and R. Chambers. 1951. 


This must have been a difficult book to compile, covering 
as it does all branches of science from Hippocrates to the 
present time in a volume of only 250 printed octavo pages. 
The biographical literature to be consulted is considerable, 
and there are many dates and particulars still in doubt in 
spite of the wealth of current historical research. There is 
evidence in the book that Mr. Howard has read widely and_ 
competently assessed the value of conflicting material. His 
main difficulty, the solution of which makes shrewd demands 
on the scholarship of the selector, was to decide what to 
omit. The inclusions, where there are so many obvious 
possibilities, can readily be determined and justified, but 
the rejected raise doubts almost beyond solution. We have 











that 
| to 
ven 
1eS- 
ates 
ays 
rief 


and 
late 
on- 
ro- 
itly 


unt 

to 
ind 
ical 
ro- 
12s 
cu- 


ins 
the 
ok. 
en 


ry, 
12"s 
lity 


ind 
the 
ua- 
ind 


ive 
iit 


io- 
‘ial 
ost 
‘he 


xi- 
le. 


US 
put 
ve 











Fes. 9, 1952 


REVIEWS 


MEDICAL JOURNAL 311 





for example drawn up a list of some 150 notable biologists 
who do not appear in the present work. The list includes: 

B. S. Albinus, Allman, Martin Barry, P. J. van Beneden, 
Berengarius Carpensis, Bojanus, Bonnet, Borelli, Camper, 
Casserius, Charleton, delle Chiaje, Coiter, Cowper, Dalyell, 
Erasmus Darwin, Delage, Dohrn, Dufour, Dujardin, G. J. 
Duverney, John Ellis, Estienne (Stephanus), Fernel, Frederick II 
Emperor of the Romans, Isidore Saint-Hilaire, Goethe, Goodsir, 
J. S. Haldane, Head, Hernandez, Highmore, Kowalevsky, Lacaze- 
Duthiers, Ledermiiller, Leidy, Leuckart, Martin Lister, Looss, 
Lower, Lyonet, Maupas, J. F. Meckel, Mundinus, Monro 
Secundus, Walter Needham, Newport, Oken, Oudemans, Pallas, 
Perrault, Piso, Pliny, Poli, M. G. Retzius, Roesel v. Rosenhof, 
Romanes, Rudolphi, Ruini, Rumphius, Ruysch, Salviani, the two 
Sars, Schaeffer, Seba, Severino, Siebold, Straus-Diirckheim, 
Theophrastus, D’Arcy Thompson, Tyson, Vejdovsky, Vicq- 
D’Azyr, Vieussens, C. F. Wolff, E. Wotton, and Zittel. 

Nevertheless Mr. Howard’s dictionary contains 1,300 bio- 
graphies and 70 portraits, many of the latter having an 
unfamiliar appearance. There is also a very useful subject 
index, and a list of Nobel Laureates from 1901 to 1950. 
Our author may justly claim that his work is concise, 
authoritative, and even unique, since it is in a way an out- 
line history of scientific discovery and theory distilled from 
the lives of the men who did the work. 

The following corrigenda should be included in subsequent 
editions of the book: Agricola, b. 1494. Alcmaeon, fl. 510—- 
480 B.c. Anaxagoras, b. probably 500 B.c. Beneden, b. 
1846. Belon, b. 1517. Cesalpini, b. 1525. Cushing, d. 
1939. Erasistratus, 304-257 B.c. Eustachio, b. 1524. His 
important Opuscula were published during his lifetime in 
1563-4. Fabricius, b. 1533. Faber suggested the name 
microscope in 1625. Fontana, 1580-1656. Godlee died at 
Whitchurch, Oxon. Harvey was not knighted. Herophilus, 
b. at Chalcedon. Hippocrates died c. 360 B.c. According 
to Singer there is no evidence that any of the writings form- 
ing the Hippocratic Corpus were written by him. W. His, 
add senior. Jansen should be Janssen. Kircher, b. 1602. 
Lécluse, b. 1526. Libavius, b. 1546. Magendie, b. October 
16. Manson was not a bacteriologist but a parasitologist. 
Mayow, b. December, 1641. “Milne-Edwards” not a 
hyphenated name—he was of Welsh descent and should 
be catalogued under Edwards. Fritz Miiller, b. 1822. 
J. Miiller’s birth certificate gives his name as Johann Peter. 
He dropped the Peter, and preferred the German-Latin 
Johannes to Johann. The naturalist who “revealed to the 
world the new animal kingdom of Infusoria ” was Leeuwen- 
hoek and not O. F. Miiller. Paré, b. 1510. Ray, b. 1627 
(Wray until 1670). Redi, d. 1696. Steno, d. November 25, 
1686. W. Turner, b. 1508. Vallisneri is the correct spelling. 

We congratulate Mr. Howard on the completion of his 
novel and value“le work, which will doubtless pass through 
many revised and extended editions. 

F. J. Coe. 


NAIROBI DOCTOR 

Under the Sun. (A Memoir of Dr. R. W. Burkitt, of Kenya.) 

By J. R. Gregory. (Pp. 109. 10s. 6d.) Kenya: The English 

Press, Ltd. 

The doctor’s bookshelves are filled for the most part with 
works of reference. Here is one which, for its entertain- 
ment value and the glimpse it gives into a world of explora- 
tion and adventure, is well worth the modest price asked 
for it. 

Dr. Gregory recounts the life of his friend and senior 
colleague, “ Kill or Cure Burkitt,” the first and for many 
years the only doctor in private practice in Nairobi, and 
one of the most colourful characters in the history of the 
development of British East Africa. He has the Irishman’s 
gift for telling a story, and takes us into history, politics, 
botany, zoology and ethnology. He tells us of Burkitt's 
uncompromising views on religion and the treatment of 
malaria ; of his journeys into the wilds when roads were 
non-existent and motor-cars were open and unreliable ; of 
early experiments with crops; of the old harbour of 
Mombasa, into which the Arab dhows come crowding in 


the north-east monsoon, the white flag of peace flying at 
their mastheads, and their decks echoing to songs of thanks- 
giving as their colourful crew furl the large lateen sails ; 
of a zebra hunt by lions and a lion hunt by Masai. Under 
the Sun has the spontaneous charm of a traveller’s yarn 
told by the fireside, and it is at the fireside at bedtime that 


it should be d. 
—n _ HENEAGE OGILVIE. 


TESTS — TABLES 


Clinical Pathological Data. Compiled by C. J. pit, 
B.A., B.Sc. With foreword by. CE Dent, Ph.D., 
M.R.C.P., F.R.LC. (Pp. 32. x 6a) Oxford: Blackwei 
Scientific Publications. 1951. 
The aim of this slim notebook is to provide in a simple 
but convenient form tables for the interpretation of clinicag. 
pathology data. These are arranged in eight convenient 
tables. Next, there is a section of practical notes on tests 
which can be performed without elaborate equipment. This 
contains some tests which might have been superannuated, 
such as Haldane’s method for haemoglobin estimation, 
Loewi’s test for pancreatitis, and the tests for bile acids and 
salts in the urine; I cannot believe that these last are of 
practical value in the investigation of a case of jaundice. 
Finally there is an index to disease conditions which pro- 
vides a quick reference to data for the diseases listed in the 
tables. 

The dangers of a book of this kind are easy to see and to 
overestimate. The advantages are the great saving in time 
in having information so easily available. An improve- 
ment would be to punch a hole in the top left-hand corner 
so that the book could be hung on the wall in the test-room 
or consulting-room. L. J. Wns. 


HISTORY OF NURSING 


The Story of the own of Nursing as an Art, a Vocation, 
and a Profession. es E. Pavey, S.R.N. With fore- 
word by Sir John Warr. are V.O. Third edition. (Pp. 498. 
£1.) London: Faber and Faber. 1951. 
This book tells the story of “the birth and development of 
each phase of nursing from its earliest beginning to its 
present form.” It is obviously based on wide reading of 
the literature of the history of medicine and of nursing. 
The author recognizes that nursing may be an art, a voca- 
tion, or a profession, and she has rather artificially divided 
the subject into three parts concerned with three periods of 
time. From the dawn of history to the fourth century a.p. 
is the first period, during which nursing is called an art. 
This we consider rather unjustified, for there is no evidence 
that there was any nursing care in prehistoric or early 
historic times. Garrison gives a more likely account when 
he states that “the spirit of antiquity towards sickness and 
misfortune was not one of compassion.” The second part 
is on the period from the beginning of Christianity to a.p. 


, 1850, and during this period nursing is called a vocation. 


The military and secular nursing orders and the various 
religious nursing foundations fully justify this title, though 
the period also covers a time in the seventeenth and 
eighteenth centuries when nursing was neither an art nor 
a vocation nor a profession, but merely a lowly and some- 
times low occupation. The third part of the book is on 
nursing as a profession ; it starts with an account of Florence 
Nightingale and brings the subject up to date. In this third 
part the author gives much useful information, even tracing 
the effect of the National Health Service on the nursing 
profession. 

The book contains much more than an account of nurs- 
ing. The reader will find a short history of early medicine 
in the first 82 pages, and in the second part will learn much 
about the origin of hospitals. The variety of information 
provided may have contributed to the popularity it enjoys. 


V. ZACHARY COPE. 


The column “ Books Received” has been discontinued. 
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HEALTH SERVICE CHARGES 


The Government’s main purpose in deciding to charge 

“patients for drugs and certain appliances obtained 
through the Health Service is to prevent abuse of it 
and thereby make it more economical to run. The 
Chancellor of the Exchequer declared in the House 
of Commons on January 22' that the proposals were 
designed “to preserve the scope and purpose of the 
various measures, while correcting or avoiding abuse 
or faulty emphasis. The real danger to the social 
services . . . comes from the threat of bankruptcy.” 
Two days later the Minister of Health, winding up 
the debate, referred’ to the rising number of prescrip- 
tions in the last three years—from 202m. to 207m., 
and now to 229m. The total bill for them, he said, 
is over £50m. a year, and “the consumption of 
medicine has risen enormously.” The same desire 
to reduce the demand for medicine was no doubt in 
the minds of the Government elected in 1945, for, 
when Mr. Attlee, then Prime Minister, announced in 
1949 that his Government proposed to introduce 
charges for prescriptions, he said that the purpose 
was to reduce excessive and in some cases unneces- 
sary resort to doctors and chemists.* But he added 
that the financial saving was not the primary purpose 
of the charge. 

Though the present proposals are open to certain 
objections, there is little doubt that some patients 
are importunate in their demands for medicine and 
cotton-wool, and the figures given by the Minister 
of Health show that more and more prescriptions are 
being written. As we pointed out recently,‘ doctors 
are ready to educate their patients out of the bottle- 
of-medicine habit if given half a chance, and a paper 
by Professor D. M. Dunlop and his colleagues at 
nage 292 indicates that this chance ought to be given. 
Analysing over 17,000 prescriptions given on Forms 
E.C.10, they found that 15% of them—the largest 
single group—were for barbiturates and bromides, and 
prescriptions for vitamins are surprisingly high in 
the list for a country where the food, though often 
dull, is probably adequate and cheap enough to 
prevent vitamin deficiency if properly chosen and 

1 Hinsard. y - a No. 0S Bs 33. es 


2 Ibid... Vol 49 
British Medical edicad Downed, October 29, 1949, p. 989. 





‘ibid. January 19, p. 149. 


its social policy more clearly. 


prepared. Again, some figures given in the Supple- 
ment at page 50 show remarkably wide variation in 
prescribing costs between different parts of England. 
In each of the three last months of 1950 the average 
cost per person of prescribing was in Chester con- 
sistently more than twice what it was in Huntingdon- 
shire. It is difficult to account for discrepancies such 
as these on purely medical grounds. 

While a tax on prescriptions may encourage patients 
to buy the ordinary household remedies at the 
chemist’s instead of bothering their doctor for 
aspirins or saline aperients—and in that respect 
there is much to be said for it—the method pro- 
posed to collect this money will have the effect of 
turning dispensing doctors into tax collectors. The 
onus is put on the dispensing doctor of obtaining 
the shilling from his patient, for his remuneration 
will have a sum of money deducted from it in accor- 
dance with his prescribing. Therefore if he fails to 
extract his shilling—or a larger sum for elastic hosiery 
—he may be by that much out of pocket. 

A wider objection to this scheme is that it is not 
nearly selective enough. Certain types of patient are 
exempted from paying the charges—namely, war pen- 
sioners being treated for their disability and persons 
or their dependants receiving grants from the National 
Assistance Board. Yet it is illogical that a person 
with a long and serious illness should have to continue 
paying out shilling after shilling when the declared 
purpose of the scheme is to prevent abuse of the 
Health Service. The purpose of the charge seems 
to have been lost sight of. It is not these patients 
who plague their doctor for that “ceaseless cascade 
of medicine which is pouring down British throats,” 
as Mr. Bevan once described it. But the scheme is 
a blunderbuss that hits them as surely as it does the 
tonic addicts. Again, it is essential that a scheme of 
this kind should not constitute a financial barrier 
between doctor and patient. A shilling, or even a 
few shillings, is a small sum and to a great many 
people is not a barrier. But there are certain groups 
of people to whom it is—in particular old-age pen- 
sioners. It is quite wrong that these. should be 
charged under the Health Service or be offered the 
alternative of undergoing a means test before receiv- 
ing help from the National Assistance Board. 

Sooner or later the Government will have to define 
The idea behind the 
National Health Service was surely not that it should 
be free—for such an idea is in fact absurd—but that 
it should be available to all without a financial barrier 
between the sick and their treatment. There is little 
doubt that few can resist the temptation to get some- 
thing apparently for nothing—especially out of the 
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State. The introduction of charges in the Health Ser- 
vice—begun by the Labour Government—will, it may 
be argued, induce a greater sense of responsibility in 
those who use it and will lead to its being used more 
intelligently. Last year the people of this country 
spent, according to Mr. Gammans, £778m. on tobacco, 
£488m. on beer, £650m. on gambling, and £107m. on 
going to the cinema. In the face of this it is difficult 
to argue that Britons cannot afford token charges for 
certain medical services. To call such charges finan- 
cial barriers to treatment is-a misuse of language, 
though there are problems to which thought should 
be given—old-age pensioners, for example, should be 
directly exempted from such charges. And doctors 
should not be employed as collectors. Nevertheless, 
and economic factors apart, it is surely time to re- 
examine the implications of a something-for-nothing 
policy—which to a large extent is the policy of the 
Welfare State. Some limits must be set to paternal 
government; a paternism that saps initiative and 
responsibility will bring in its train not health but 
sickness. 








CARCINOMA OF THE STOMACH 


Carcinoma of the stomach, although strongly chal- 
lenged by carcinoma of the bronchus, remains the 
principal cause of death from cancer in this country. 
In 1940, 13,402 deaths were attributed to cancer of 
the stomach and duodenum—that is 19% of all the 
deaths caused by malignant tumours. In 1949 the 
number of deaths had risen to 14,253, but the propor- 
tion had fallen to 18% of all cancer deaths. The 
increase in the number of deaths can be accounted for 
by the increase in the number of people alive at ages 
when cancer is common, and it is not necessary to 
postulate a real increase in the incidence of the 
disease. In fact, the death rate from cancer of the 
stomach and duodenum at ages 55 and above fell 
during the same period from 1,373 per million to 
1,314 per million. 

The last decade has seen great advances in the 
application of gastric surgery : more patients than 
ever before are being treated by radical resection of 
their growths, and it is therefore disappointing not 
to find a greater improvement in the death rate 
from gastric cancer. However, the proportion of 
cases in which a radical cure is attempted is still very 
small, and Jennings' has estimated that even under 
the age of 70 it is likely to be less than 12% of all the 
patients throughout the country. No other form of 
treatment, has proved to be of general value: no 
radioactive isotope has been found with a sufficiently 
great affinity for gastric cancer, and it has not been 
practicable to treat it by intragastric radiation in the 


way that intravesical radiation has been used for 
growths of the bladder. Some success has been 
claimed with direct irradiation of the stomach ex- 
posed at operation,” but the results have not justi- 
fied widespread adoption of the technique. Hopes 
of reducing the mortality have been centred on earlier 
diagnosis, more general use of resection, and more 
extensive removal of the growth by total gastrectomy. 

Not all surgeons are agreed about the value of 
partial gastrectomy. As a palliative operation it re- 
lieves distress and eases the patient’s last months, but 
the extent to which life is lengthened is uncertain. The 
five-year survival rate among patients who recover 
from'the operation of resection for carcinoma varies 
in different clinics between 22%* and 35%,* but the 
proportion of all patients admitted to hospital for 
gastric cancer who survive five years is only between 
3%* and 7%.* The difference is due to the great 
number of cases which are not considered operable 
when first diagnosed in hospital. The question there- 
fore arises whether the improved outlook in the 
operated group is to be attributed to the operation 
or whether it is due to the selection for operation of 
that group of cases which is, in any event, likely to 
live longest. 

The answer could most clearly be provided by a 
clinical trial in which a number of patients suitable 
for resection were treated palliatively and were com- 
pared with a similar group in which the growths were 
resected. It is doubtful whether in the present state 
of knowledge any surgeon would be prepared to 
undertake such an investigation, and it becomes neces- 
sary to try to assess the results of surgical treatment by 
comparisons between series treated at different places 
or at different times. The comparison between groups 
of patients treated at different hospitals is full of pit- 
falls because of the differences that occur in the types 
of patient presenting themselves for treatment—differ- 
ences, for example, in age and in suitability for opera- 


‘tion. In these circumstances the detailed follow-up 


of 375 patients with carcinoma of the stomach 
reported by Drs. B. F. Swynnerton and S. C. Truelove 
in this issue is of interest. Their results gain in — 
importance because of the completeness of the follow- 
up—information was obtained about every patient— 
and because the Radcliffe Infirmary, at which the 
patients were treated, “functions as a community 
hospital and its patients are representative of the 
major illnesses in the area.” It may therefore be 





* ee. J Bote. 1947, 20. $22. 
Fairchild, G. C.. and Shorter, A., British Medical Journal, 1947, 2, 243. 

sue D. * Moore, G., and Wangensteen, O. H., J. Amer. med. Ass., 1947, 
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hoped that the type of case attending the hospital 
will be similar at different periods and that any 
improvement achieved in the final results can be 
attributed to earlier diagnosis or improvement in the 
method of treatment. ° 

Swynnerton and Truelove’s figures are in close 
agreement with other series reported : 5.6% of all 
patients followed for five years remained alive; of 
those subjected to radical resection the proportion 
was 23.3% and of the remainder it was 0.7%. The 
outstanding observation, however, is that among the 
patients treated by radical resection the survival rate 
was greater when the pre-operative history was long 
and less when the pre-operative history was short. 
With a history of under six months the three-year sur- 
vival rate was 8%, with a history of six months to 
two years it was 36%, and with a history of over 
two years it was 54%. These results could not be 
explained by any association between a short history 
and the age of the patient or the site of the growth, 
nor by there being a preponderance of “ so-called 
ulcer-cancers” in the group with a good prognosis. 
Swynnerton and Truelove concluded that the patients 
who gave long histories must have had slowly grow- 
ing cancers, and that this was the explanation of their 
longer survival. 

It is not the first time that an association has been 
recorded between a long history and a good prognosis 
in cancer of the stomach. It has also been noted for 
cancer of a number of other sites : in fact, in the first 
report issued by the General Register Office of the 
results obtained by the national system of cancer 
registration, Stocks* found that “the only kinds of 
cancer . . . which show a definite advantage to those 
with short intervals since earliest symptoms are 
epithelioma of the skin and cancers of the breast and 
prostate.” For cancer of the stomach, the propor- 
tion of patients alive at the end of one year was 
greatest in those with histories of 18 to 24 months, 
and was greater in those with histories of over two 
years than in those with histories of under one year. 
The importance of such findings has been discussed 
in detail, by Park and Lees,’ who refer particularly to 
cancer of the breast. They conclude that the appar- 
ent curability of cancer of the breast by operation 
can be explained entirely in terms of the variation 
of the growth rate of the tumours ; that it has not been 
proved that the survival rate of cancer of the breast, 
as measured by the proportion surviving five years, is 
at all affected by treatment; and that, if treatment 
is at all effective, the effectiveness cannot be greater 
than that required to increase the overall survival 
rate by more than 5 to 10%. It is doubtful whether 
the nature of the material analysed by Park and Lees 





is adequate to justify their detailed calculations, but 
they have made a strong case for attributing much 
of the benefit customarily allowed to surgery to the 
selection of patients with a naturally good prognosis. 

In the absence of a controlled trial, investigations 
such as Swynnerton and Truelove’s offer the best 
hope of assessing the true value of radical resection. 
If it can be assumed that the types of patients coming 
for treatment to a district hospital are comparable 
over a number of years, an improvement in the five- 
year survival rate with an increase in the proportion of 
cases treated by resection can be taken to indicate a 
real advantage for surgery. Patients over 70 provide 
a particularly suitable field for study. Before 1944 
radical resection was not attempted at the Radcliffe 
Infirmary in any patients over 70; since then it has 
been carried out in 22% of such patients. The total 
numbers are small, but if they could be combined with 
figures for two or three other hospitals it might be 
possible to determine on a firmer basis and without 
great delay the value of resection in gastric cancer. 
Meanwhile, if patients are to face the operative risks 
attendant on total gastrectomy, it is to be hoped 
that a controlled trial will be undertaken to 
demonstrate the advantages of this operation over 
partial gastrectomy. 





— 





A GREAT THINKER 


When Jung’s name is mentioned it recalls the triad 
of pioneers in psychiatry—Freud, Jung, and Adler. 
Certainly there were links between these three in days 
gone by. But the developed work of Jung is unique 
and has little in common with Freud’s psycho-analysis 
or Adler’s individual psychology. 

Professor Jung; who will be 77 next July, has re- 
tired from active practice, but he is still a prodigious 
worker and writer. He was born in Switzerland, the 
son of a Swiss pastor, and he has always lived and 
worked there. His contributions to psychology, to 
psychiatry, and to related subjects make a library in 
themselves. The importance and originality of his 
mind are attested by the fact that he holds honorary 
degrees from eight universities, including Oxford and 
Harvard. He is also an Honorary Fellow of the 
Royal Society of Medicine. 

Jung took his medical degree at Zurich University, 
and after qualification he worked for eight years in 
close collaboration with his distinguished chief, Eugen 
Bleuler. On looking back we can see how much 
Bleuler and his enthusiastic staff did to replace the 
old descriptive work of Kraepelin by a new interpre- 
tative psychiatry. Jung himself in these years was 
carrying out intensive psychological and physiological 
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studies upon the patients, in order, as he put it, to 
detect the intruders of the mind. In 1906 he pub- 
lished his Psychology of Dementia Praecox, the fruit 
of three years’ experimental investigation and clini- 
cal observation. From then on Jung’s position as a 
pioneer was established. 

The hypothesis of mental life outside consciousness 
—the unconscious—was of course well known before 
his time. But its nature and aim (if any) was a 
mystery. Jung examined the hypothesis of the un- 
conscious critically, and he proved, by methods 
which others could repeat, that the unconscious was 
a reality and that it acted autonomously. The term 
complex was coined by him to describe the concen- 
tration of mental energy, within the unconscious, 
around certain ideas. The complex was not a theory 
but an observable fact, and its effect could be demon- 
strated objectively. But he was still unable to explain 
the psychological mechanism which brought the com- 
plex into being. When we are in the grip of a com- 
plex the limitations of “ will-power” soon become 
evident. It is exactly as though another person inter- 
fered and prevented us from carrying out our con- 
scious intentions. He quickly realized that Freud’s 
views on repression threw a new light upon the origin 
and meaning of this. Working independently they 
had reached complementary conclusions concerning 
the unconscious. Bleuler and Jung were the first 
orthodox psychiatrists to give public backing to Freud 
at a time when his highly controversial views were 
subject to intense criticism. 

But, while freely admitting the importance of 
Freud’s work, Jung retained an independence of 
judgment. He was unable, for example, to ascribe 
to the infantile sexual trauma the exclusive impor- 
tance seemingly attributed to it by Freud. Jung felt 
then—as indeed he feels to-day—that psychology 
was too young a science to formulate dogmas, and 
he declined to give “an unconditional surrender ” 
to the dogma of the infantile sexual trauma. The 
publication of Jung’s Psychology of the Unconscious 
showed clearly that his views had diverged consider- 
ably from Freud’s, and thereafter the two worked 
apart. 

The terms extravert and introvert, current in every 
branch of psychology—not to mention everyday con- 
versation—were introduced by Jung. As a physician 
he was forced to take account of the peculiarities of 
individuals, and he noted that in some people inter- 
est, mental energy, flowed naturally outwards. The 
object, the outer world, claimed attention. Interest 
was projected, or perhaps injected, into life. For 
others interest lay in the inner, subjective sphere. 
The former he designated extraverts and the latter 


introverts. This typology expressed only the relative 
predominance of one or other mechanism, for every- 
one expresses both mechanisms in his life rhythm. 
This grouping of personalities into two general atti- 
tude types, showing the prevailing direction of mental 
energy, was later supplemented by what Jung called 
the basic psychological functions (thinking, feeling, 
sensation, and intuition), and each of these appears 
in extraverted or introverted form. By this typology 
psychic data could be classified, and this opened the 
way for a comprehensive study of the psyche itself 
and the formulation of theories about its structure. 
Facts first and theories later is the keynote of Jung’s 
work. He is an empiricist first and last. 

Typology has had a considerable vogue, and we 
have had classifications in terms of physique, physio- 
logy, and a mixture of physical and psychological 
traits. Jung’s typology is different: his attention is 
focused upon the mind itself. He makes no claim 
that his typology is perfect or even complete. But 
he values his type theory because, like a compass, 
it enabled him to orientate himself in the intricacies 
of human psychology. : 

Jung’s most significant work has been in the study 
of the unconscious. He recognizes two divisions in 
this realm: the personal unconscious—a superficial 
layer derived from repressed or forgotten conscious 
material—and a non-personal or collective layer not 
derived from personal experience, but inborn. The 
former was first described by Freud—a great achieve- 
ment. But Jung, from his observation of clinical 
facts and his knowledge of human history, came to 
see that psychology was more than a personal discip- 
line. His analysis of abnormal people (and so-called 
normal people too) constantly revealed material which 
he could not account for in terms of the life history of 
the patient. This material, he felt, could be compre- 
hended only by postulating a collective background 
from which the individual consciousness arises. 

The collective unconscious is, in brief, a non- 
personal functional system manifested in pre- 
existing forms or archetypes which do not develop 
individually but are permanent attributes of man- 
kind. None of Jung’s empirical concepts has met 
with so much misunderstanding as this hypothesis. 
Are there or are there not such universal forms ? 
If they exist—and Jung has advanced considerable 
evidence to show that they do—then there is a region 
of.the psyche which one can call the collective psyche, 
and psychological explanation must take notice of it. 
As Jung points out, even the most individualistic 
psychology accepts the hypothesis of instincts, which, 
as all agree, are by no means personal peculiarities, 
but specifically formed motive forces which act in 
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their inherent directions despite any degree of en- 
lightenment. There is reason, therefore, for assu- 
ming that the archetypes of the collective unconscious 
are the images of the instincts themselves. 

Many have found Jung’s concept of the collective 
unconscious difficult to understand, and some have 
even reproached him with being a mystic. Yet our 
minds, like our bodies, have their history, and each 
gives evidence of a long ancestry. Research into the 
unconscious reveals discoveries analogous to those 
made in studying comparative anatomy. There is 
nothing mystical or obscurantist in this. When we 
examine the basic structure of the mind, as Jung 
has done, we find these collective, pre-existent, supra- 
personal forms. We do not, however, find the evi- 
dence for them without some hard work. 

Therapy in Jung’s system of analytical psychology 
is largely influenced by his views upon mental struc- 
ture. The outlook is prospective rather than retro- 
spective, for, the concept of an autonomous psyche 
brings with it teleological implications. The attempt 
to explain neuroses and other disabilities in terms of 
long past events is of much less importance than the 
significance of the present problems and the future 
possibilities of the individual. Hence his emphasis 
upon dreams—which show the direction in which the 
unconscious is moving—and upon painting and draw- 
ing, which give an outlet for the creative power of 
the mind. The effect of these often crude pictures 
upon patients is widely known, and art therapy is now 
practised in practically every mental hospital. The 
aim of therapy, Jung says, is to bring about a state 
of mind in which the patient begins to experiment 
with his own nature—a state of fluidity, change, and 
growth. 

Those without experience of such things as dream 
interpretation and painting therapy may naturally 
prefer more familiar weapons. Jung would share 
their prejudice. But he has evolved his methods out 
of the necessities of therapeutic work and has proved 
their worth. He makes no claim, however, that his 
is the only right way but retains the open and inquir- 
ing mind. His modesty is indeed disarming. 

Jung’s greatness nevertheless does not lie in devis- 
ing therapeutic tools but in the light he has thrown 
upon the hinterland of the human mind. Toynbee, in 
recounting his efforts to understand the ebb and flow 
of civilizations, found inadequate the many would- 
be scientific explanations, and adds, “If I had been 
acquainted at the time with the works of C. G. Jung 
they would have given me the clue.” Those who 
have read the work of Jung with an unbiased mind 
will agree that man’s understanding of man has been 
vastly enriched -by the genius of this great thinker. 






SLEEPING POSTURE IN PHTHISIS 

A number of diseases in the lung—including lung 
abscess, bronchiectasis, and pulmonary tuberculosis— 
can be caused or spread by bronchial aspiration of infec- 
tive material. Helm! has shown that spread of tubercu- 
losis may occur during sleep, and that the distribution 
of the disease in the lungs may depend on the patient’s 
posture. Spread of tuberculous disease to parts of the 
lungs not previously affected is common after severe 
haemoptysis, or in patients with a bronchopleural fistula. 
It also occurs quite often in patients whose bronchial 
trees are not so obviously flooded with infected material. 
Two patterns of distribution are especially common : in 
patients with cavities in the left apex the disease spreads 
to the axillary sub-segments of the right upper lobe, and 
in those with cavities at the right apex to the correspon- 
ding part of the left upper lobe and also to the lingula. 
If postero-anterior radiographs only are taken, a wedge- 
shaped lesion in the middle zone will be seen, with its 
apex towards the hilum. 

The distribution of any fluid which enters the trachea 
or bronchial tree is determined by gravity, provided it 
does not excite a cough reflex. When the patient is 
lying on his back it will run into the bronchi to the apical 
segments of the lower lobes, for those will be the most 
dependent. Brock? has stressed the importance of pos- 
ture in the aetiology of post-operative lung abscess, 
which most commonly occurs in this segment: during 
anaesthesia septic material may be aspirated, and if the 
patient is supine the bronchus to this segment is the 
one it is most likely to enter. If the patient lies on his 
right side fluid will run along the lateral wall of the 
trachea and right main bronchus and then into the 
upper-lobe bronchus; it will enter the anterior and 
posterior segmental divisions about equally, and flow 
particularly to their most dependent parts, the axillary 
sub-segments. It is unlikely to enter the middle-lobe 
bronchus, because its origin lies anteriorly. If the 
patient lies on his left side the fluid similarly enters 
the upper-lobe bronchus and reaches the axillary part ; 
it also runs into the lingula, since its bronchus is a 
branch from the inferior wall of the upper-lobe 
bronchus. Such a distribution, expected on anatomical 
grounds, can be demonstrated with radio-opaque oil, 
as was shown by Wu and T’Ang.* During sleep the 
cough reflex is depressed, and tuberculous sputum 
could be aspirated into dependent lung in the same 
way. 

Helm reviewed 1,200 tuberculous patients. Among 
them were 157 with unilateral cavernous disease and 
contralateral bronchogenic spread, and 93 with unilateral 
cavernous disease and a normal opposite lung. He 
studied the posture in which these patients slept. Many 
of those with spread to the opposite lung slept con- 
stantly on the side to which spread occurred ; but most 
of those without spread slept on the side of their cavity. 
The figures were statistically significant and give strong 
support to the theory that bronchial aspiration during 
sleep is an important factor in the spread of tuberculosis 


1 Thorax, 1951, 6, 417. 
2 The Anatomy of the 





hial Tree, 1946, London. 


Bronce 
3 Amer. J. Roentgenol., 1937, 37, 180. 
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from a cavity. As a corollary, Helm recommends that 
all patients with unilateral disease should be instructed 
to sleep on the side of their lesion. 





EPIDEMIOLOGY OF SCARLET FEVER 


For well over half a century mortality from scarlet fever 
has been falling. The great quickening of this trend 
after the introduction of sulphonamides is evidence of 
the effect of improved methods of treatment, but there 
can be no doubt that there has been for a long time 
a steady decline in the severity of the disease. Wide 
fluctuations in its severity—sometimes it has been 
regarded as a very grave illness and at other times as 
trivial—have been characteristic of scarlet fever since 
the days of Sydenham, but modern therapy should help 
to offset any future tendency of the disease to lose 
its present mildness. The decline in mortality has not 
been accompanied by reduced prevalence, and there is 
evidence that the disease is as common as ever. This 
failure to control the prevalence of scarlet fever is not 
surprising if Okell’s' conception of its epidemiology is 
accepted. His view was that scarlet fever appears merely 
in a small proportion of those infected with haemolytic 
streptococci, the victims lacking antitoxic immunity to 
erythrogenic strains. Scarlet fever cannot be controlled 
by measures that are not also directed to the control of 
non-scarlatinal streptococcal infections. When sharp 
outbreaks occur, or when the infection is spreading in 
a school or similar community, bacteriological investi- 
gations will give essential help to those attempting to 
control the spread, but it would be impracticable to 
apply such investigations as a control measure in the 
general community. 

The report? by the World Health Organization on the 
trend of scarlet fever during recent years provides figures 
of incidence throughout the world since the end of the 
war. In a large part of the African and Asiatic conti- 
nents the disease has been relatively insignificant. In 
general the same has been true of the American conti- 
nent with the exception of Canada and the United States. 
Incidence in Europe during this period, however, greatly 
exceeded that in Canada and the United States, and an 
interesting comparison is made between the post-war 
trends in North America and Europe. In the United 
States between 1946 and 1950 the annual number of 
cases fell from 116,000 to 57,000, whereas in the 
European continent notifications rose from 239,000 to 
520,000. The trend during this period, therefore, has 
been in opposite directions on the two sides of the- 
Atlantic. The attack rate also has shown wide differ- 
ences, for in 1950 the rate in the U.S.A. of 37.7 per 
100,000 was less than one-tenth of that experienced in 
Berlin and Finland. The attack rate in the United 
States has been well below 100 per 100,000 for the whole 
of the post-war period, though before the war it kept 
steadily above this level. Whether the reduction means 
that the community is developing resistance to the 
numerous strains of haemolytic streptococci remains 
to be seen. 


1 Lancet, 19. » 867. 
a Lonely, Zonbenislegtcal and Vital Statistics Report, 1951, 4, 355. 








FAMILY RESEARCH AT PECKHAM 


Two years ago the Pioneer Health Centre at Peckham 
had to close its doors through lack of funds, and last 
May the land, buildings, and equipment were sold to 
the London County Council for £60,000. At a meeting 
of the L.C.C. on February 5 the health committee pre- 
sented a report containing proposals for the establish- 
ment of a medico-sociological research unit at the Peck- 
ham centre (now known as the Queen’s Road Health 
Centre, Camberwell). The general aim of this research 
unit will be the study of the conditions required for the 
healthy development of the family and the extent to 
which medical and associated social services provide 
these conditions. Among the problems which it is hoped 
to investigate is that of morbidity—its definition, the 
methods of assessing it (including minor deviations from 
health), and the estimation of the nature and amount 
of morbidity in the community. Upon this will follow 
a study, with particular reference to general practice 
and the medico-social services, of the means by which 
and the extent to which illness is treated. It is pro- 
posed to establish at the centre a family club. The 
members of the club, together with persons attending 
the clinics and other activities at the centre, will, if they 
are willing, form the raw material for the research 
workers. It is hoped also that with the co-operation 
of local general practitioners some of their patients will 
take part in the investigations. No one, of course, will 
be included in the research without his or her consent. 

The research programme requires the engagement of 
a director with a small staff, and the appointment of a 
governing body to deal with administrative matters. It 
is suggested that the governing body might include two 
members of the county council, its medical officer of 
health and education officer, two representatives of the 
local medical committee (at least one of whom shall be 
a local practitioner), a representative of the London 
School of Hygiene and Tropical Medicine, and of other 
postgraduate or undergraduate schools. The director 
would be a qualified medical practitioner of maturity 
and outstanding ability, for whom an appropriate salary 
would be about £2,500 a year, and under him would be 
research assistants. The London County Council has 
no powers under the National Health Service Acts to 
carry out research of the type proposed, but it is hoped 
that funds will be made available, say for five years, 
from one of the trusts or foundations interested in 
medico-sociological research, or from the Medical Re- 
search Council. By establishing a family research unit 
on these lines the L.C.C. will help to keep in being what 
has been described as “the only experimental station 
where mankind can pursue one aspect of his proper 
study—man in his environment.”* 





The next session of the General Medical Council will 
begin on Tuesday, February 26, at 11 a.m., when the 
President, Professor David Campbell, will take the 
chair. 





1 Hubble, D. V., British Medical Journal, 1949, 1, 20. 
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On peut dire sans paradoxe que selon toute 
vraisemblance si les hommes étaient condamnés 
& vivre cent cinquante ans, ils seraient tous 
aveugles.—P. BamLLiaRT, 1950. 


Bailliart’s statement is a reminder that some half of 
those blind enough to require subsidy or support in a 
modern industrial community are not, and never have 
been, susceptible to treatment. Even those who are 
treatable respond during a limited period only, so that 
for the sake of the community, as well as for the sake of 
the individual, diagnosis should be made early and treat- 
ment should be adequate. Space limits this article to 
a consideration of the commonest treatable causes of 
blindness in Great Britain—namely, trauma, _§iritis, 
acquired glaucoma, cataract, and myopia. 


Trauma 


Blindness from trauma is as spectacular as it is unneces- 
sary, and, though the actual incidence of binocular traumatic 
blindness in England is relatively low, it provides an impor- 
tant field for prophylactic ophthalmology. Industrial blind- 
ness is largely monocular, patients losing the sight of one 
eye being 10 times as numerous as those who lose the sight 
of both. But only half the cases of traumatic blindness 
are industrial. Children are particularly prone to trauma, 
and, although many penetrating wounds are from unlikely 
and unforeseeable causes, in at least two fields precautions 
are possible For instance, any child who sets off a fire- 
work by himself should wear “ anti-gas ” or similar goggles. 
Accidents from air-guns are also preventable; at least 
seven times in the past two years I have wished that 
air-guns could be sold with a large red “L” on the butt, 
to be planed off only when a boy is certified by a responsible 
person as understanding the ordinary routine of handling 
a gun. Motor accidents, too, play their part in causing 
traumatic blindness, usually by producing optic atrophy 
from basal fracture. A crash helmet might be “ required 
wear” for motor-cyclists in this country ; in Belgium they 
seem to have become de rigueur as_a matter of fashion. 

In the industrial field the value of goggles remains rela- 
tively unrecognized. It is true that goggles are not always 
comfortable to wear, but there is no doubt that where their 
use can be enforced by precept or example the incidence 
of industrial eye injuries drops to practically nothing. In 
industry 63% of eye injuries are due to abrasive particles ; 
these require careful removal, as they tend to combine 
chemically with the surface of the cornea, just as they do 
with the back of a pair of glasses. If the particle is care- 
fully removed, with the surrounding “rust ring,” with a 
cataract needle under cocaine and in good illumination, 
most of these injuries heal fairly rapidly, although it is 
advisable to insert a mydriatic and to keep a daily watch 
until the eye is healed. If the injury is slight, homatropine 
2% should be used for mydriasis rather than atropine, as the 
latter leaves vision blurred for 10 days. If infiltration occurs 
round the abrasion the case is best referred to a specialist, 
as this may foretell a hypopyon. 

Six out of every 1,000 miners employed have eye injuries 
annually, mostly small corneal ulcers due to a foreign 
body which becomes loose and disappears by the time the 


eyes are examined. The use of 30% sulphacetamide drops 
in all cases of eye injury in pits has in some areas halved 
the average time lost from work. 

Injuries from chisel particles comprise some 13% of all 
injuries and are very much more serious than those due to 
abrasives. A particle which flies off and is sharp-edged may 
penetrate into the interior of or right through the eye. 
If a patient states that he was striking a metallic object 
or a stone with a hammer or a chisel and that a fragment 
struck his eye, unless that fragment is visible on the sur- 
face, he should be sent to hospital to be radiographed. The 
entry wound of many such particles is invisible except on 
careful ophthalmic examination. Such particles are of 
magnetic steel, and, with the aid of an electro-magnet, can 
as a rule be removed. Unfortunately, however, the damage 
done to the lens often leads to a cataract, and though this 
can be removed in young people by linear extraction the 
eye will not focus until corrected by a strong lens. The 
wearing of such a lens produces diplopia in most people. 
A contact lens (where tolerated) may allow binocular vision, 
but the introduction of a small plastic lens between the 
lens capsule and iris, a technique described last year by 
Harold Ridley, may, if tolerated indefinitely, open up new 
possibilities. The longest period recorded so far is two 
years, and the technique has until now been used by only 
a few surgeons. In many cases fibrous tissue formed as 
a sequel to’ the transit of the particle through the vitreous 
leads to an untreatable retinal detachment. 

Corneal burns are not uncommon from molten metal, 
acids, or alkalis. Molten metal should be removed so far 
as possible at the first-aid station, but no attempt should 
be made to neutralize acids or ulkalis chemically. The best 
immediate treatment is to put the face under a running 
tap or in a basin or bucket of water with both eyes open 
in an attempt to wash out as much of the chemical as 
possible. Of all corneal opacities the chemical burn re- 
sponds worst to corneal grafting. 


Iritis 


The differential diagnosis of iritis from glaucoma is a 
classical ophthalmic problem, and, while some cases are 
clear-cut, others may present difficulties to the most expert. 
An inflamed eye with a clear cornea, unstained by fluorescein, 
and a muddy iris indicates iritis. If the cornea shows a 
generalized haze the probabilities are in favour of inter- 
stitial keratitis in a young person, and of primary or iritic 
glaucoma in the middle-aged. The pupil is the most reli- 
able guide in these cases, in glaucoma being semi-dilated 
and vertically oval, and in iritis (unless atropine has been 
used) smaller than that in the normal eye and irregu- 
lar in shape (Fig. 1). The presence of posterior keratic 
precipitates is not always a reliable distinction, for though 
they are always present in iritis they can also occur to a 


(a) (b) (c) 


Fic. 1.—{a) Glaucoma pupil : semi-dilated and oval, cornea hazy. 
(b) Normal pupil. (c) Iritic pupil: contracted and crenated. 
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lesser extent in primary glaucoma. In cases of doubt the 
patient should be sent to an expert, but if this is not possible 
he should be treated temporarily for glaucoma. 

Obvious iritis, even if accompanied by secondary glau- 
coma, should be treated initially as iritis. Here the chief 
difficulty is to find the cause. The happy certainty of our 
grandfathers that iritis was largely syphilitic and could be 
cured by inunctions, of our fathers that it arose from 
septic foci and could be treated by extraction of teeth 
or drainage of sinuses, or of our Continental colleagues 
that it is tuberculous and should be treated by tuberculin 
has been replaced by a degree of therapeutic nihilism. 
Tests should be carried out to exclude these possible causes, 
but in most cases they will be found to be negative. A 
certain number of cases have been attributed to sarcoidosis, 
and these benefit from the controlled administration of 
calciferol by mouth. 

In general, the treatment of iritis consists in covering the 
eye, applying heat by spoon bathing (for 10 minutes three 
times a day) or short-wave diathermy, and giving 1% atro- 
pine sulphate eye ointment once or oftener a day to keep 
the pupil dilated. When synechiae are marked the injec- 
tion of “ mydricain” (a mixture of atropine, cocaine, and 
adrenaline) subconjunctivally may be effective. Cortisone 
drops (5 mg. per ml.) four-hourly are the most recent effec- 
tive measure. A similar effect is probably obtained indirectly 


by the more severe measure of pyretotherapy (intravenous . 


injection of 1 ml. of T.A.B. vaccine diluted to 25 million 
organisms per ml., to be followed in 72 hours by a further 
2 ml.). 

Where possible the use of atropine and rest of the eyes 
should be continued for two to three weeks after the eye has 
become “ white,” though dark glasses may replace the eye- 
pad. If after the attack has subsided the pupil is com- 
pletely bound down, the iris bulging forward, or the tension 
raised, iridectomy is indicated. 


Congestive (Narrow-angle) Glaucoma 


In all cases of migraine or neuralgia the eyes must be 
examined, as traditionally acute glaucoma is associated with 
acute supra-orbital pain and vomiting. These symptoms 
are not always present, however, and the main diagnostic 
feature in a patient over 40 is a history of rainbow rings 
round lights and blurred vision when tired. The acute 
attack is usually, though not invariably, a more severe 
version of previous minor attacks. It should not be for- 
gotten that the “ halo” appears colourless to some patients. 
The cornea is usually small, hazy, and surrounded by ciliary 
injection ; the anterior chamber is shallow. The pupil is 
semi-dilated and oval: this is the most important diagnostic 
feature. Traditionally the eye feels harder than normal, 
but as the “tactus eruditus,” if it exists, is probably 
possessed by few people, it is better to rely on visual rather 
than tactile signs. Berens, of New York, has recently pro- 
duced a cheap plastic tonometer for the general practi- 
tioner’s use, but this is not yet available in Great Britain. 

If pain is a feature of the case, morphine } gr. (16 mg.) 
should be given, and 0.5% eserine drops in oil inserted half- 
hourly in the eye. If in two to three hours the pupil is not 
contracted and the cornea is still hazy, the patient should 
be sent to an ophthalmologist, as iridectomy will probably 
be necessary. This difficult operation has been greatly 
simplified by what is known as the ab externo technique, 
in which a cut with a knife of the Gillette D type is gradu- 
ally made through the sclera behind the limbus until the 
iris prolapses. A large iridectomy is then performed. The 
prognosis of this operation is good, 90% of the cases being 
cured, 

In some cases a severe crisis never occurs. The patient has 
a series of minor attacks with haloes and dimness of vision 
which produce a gradual cupping of the optic nerve and 
diminution of the visual field as in chronic non-congestive 
glaucoma. The cornea is clear and smaller than normal, 
the pupil reaction to light is sluggish, and the tension is 


- 


raised during the attacks, though it may be normal between 
them. Pilocarpine 0.5% drops may control the attacks as 
indicated by the disappearance of the halo, but if attacks 
recur at intervals of a month or two the, tension is best 
measured by tonometer and operation should be considered. 
In these more chronic cases the effect of basal iridectomy 
can be reinforced by cutting away the anterior lip of the 
scleral incision with punch forceps (irido-corneo-scler- 
ectomy). The prognosis is.not so good as in the acute 


type. 


Non-congestive (Wide-angle) Glaucoma 


This condition is difficult both to diagnose and to treat. 
Externally the eye may look normal; the anterior chamber 
may be deep and its angle wide, though the pupil reaction 
may be sluggish to light. The patient complains of little 
except difficulty in reading, and the presbyopic patient who 
requires his reading-glasses changed more than once every 
two years should always be suspected of this condition ; 
his optic disks should be examined to see if they are pale 
or “cupped.” The clearest indication of “cupping” is that 
the vessels appear to stop short at the edge instead of 
running to the centre of the disk and are crowded to the 
nasal side. If there is any doubt, a careful examination of 
the visual field by an ophthalmologist and tonometry in the 
early morning after imbibition of fluid are required. 

Once the diagnosis is made 1% pilocarpine drops are 
instilled once or oftener a day to keep the tension below 
25 mm. 44g, and the patient is advised to lead as unexciting 
and regular a life as possible, avoiding spirits and coffee. 
Reading and cinema-going are permissible so long as the 
eyes do not feel strained or blurred. Progress is checked 
by testing the visual fields at intervals of one, two, or three 
months with a perimeter, and, if the field is contracting, a 
safety valve is produced by turning down a conjunctival 
flap and trephining a 2-mm. hole through the limbus—a 
small piece of iris invariably prolapses and is excised. In 
some patients, particularly the aged with traces of cataract, 
the disease may live up to its sobriquet, “ the thief in the 
night,” and contract the field to 10 degrees before it is 
detected. If the expectation of life is short this diminished 
visual field may be retained by pilocarpine or eserine drops, 
even if the tension remains above normal. A good life 
expectancy indicates operation, iridencleisis being preferred. 
However, no matter what operation is employed, 40% of 
eyes with wide-angle glaucoma get worse, some in spite of 
a normal tension and others because of the development of 


nuclear cataract. \ 


Congenital Cataract 


Congenital cataract may occur in one or both eyes and 
may range from a pattern of fine dots in the lens nucleus, 
allowing moderate vision, to completely opaque lenses. It 
may be familial, associated with the ridged teeth of defec- 
tive calcium metabolism, or related to maternal rubella. 
No general agreement has been reached on the value of 
giving convalescent serum to pregnant women exposed to 
rubella, or on whether pregnancy should be terminated if 
the mother contracts the disease in the first four months. 

Any baby after the first 12 weeks of life who pays scant 
attention to bright objects, or who has squint or nystagmus, 
should be examined ophthalmoscopically after administer- 
ing 1% atropine sulphate eye ointment daily for a few days, 
when the pictures shown in Fig. 2 may be seen. If cataract 
is complete in both eyes operation is indicated as soon 


QOD OQ 


Fic. 2.—(a) Congenital lamellar cataract. (b) “ Bicycle-spoke ” 
cataract, causing polyopia. (c) Nuclear cataract, ca 
“old sight.” The areas shown white appear black against a 


background when the eye is examined with an opht pe. 
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as the child is weaned. If the vision is good enough to 
allow the child to get about, operation should be deferred 
to the age of 24 years, when surgical results are better. 
“ Needling” has now been superseded by “linear extrac- 
tion,” in which most of the lens is removed by passing a 
keratome through the limbus into the lens itself and re- 
moving or expressing as much lens matter as possible by 
irrigation. Glaucoma or retinal detachment not infrequently 
supervenes in early adult life, so that one eye only is treated 
in this way, the other being kept in reserve. In 56% of 
congenitally cataractous eyes other obvious defects are 
present and the visual prognosis is poor. Even when 
apparently normal the central vision may remain poor 
, after a successful operation owing to a (postulated) retinal 
dysplasia. 


Acquired Cataract 


Most of these cases are of senile—that is, unknown— 
origin. Cataract may be suspected when a patient of 45 
or over complains (in addition to the usual reading diffi- 
culty) of monocular diplopia with bright objects, visual 
failure in the distance, or photophobia for which there is 
no external cause. In sexagenarians these symptoms may 
actually be accompanied by “old sight "—that is, ability 
to read without spectacles. With the ophthalmoscope the 
cataract can be seen as dark “bicycle spokes” or as a 
central haze against the red background (Fig. 2). In such 


cases ophthalmological examination is essential while a clear © 


view can be obtained of the fundus to exclude glaucoma 
and macular degeneration. Later, when the cataract pro- 
gresses, the fundus becomes invisible and its functional value 
uncertain until after operation. 

There is no agreed medical treatment of cataract, and, as 
the problem approximates to unboiling a hard-boiled egg, 
this is not surprising. Nevertheless, provided that glycos- 
uria and focal sepsis are excluded or treated, that adequate 
glasses are provided, that care is exercised in not reading 
when the eyes are tired, and that physical trauma is avoided 
—a jarring fall may mature a cataract—the changes in vision 
are usually slow, and most cataracts take 10 to 15 years to 
reach a point where extraction is required. That is to say, 
most never require operation. 

Should a patient be told that he has a cataract? In 
some cases the patient's temperament makes this unwise, 
but in general, and provided the diagnosis is accompanied 
by adequate explanation, it is better to tell anyone com- 
plaining of increasing or persistent visual defect. UJti- 
mately the search for the elusive “correct” glasses will 
end by the patient becoming aware of his trouble and 
believing it to be worse than it is. 

Cataract extraction is performed under local analgesia. 
It was confined at one time to those cases in which the 
lens was “ ripe "—that is, as opaque as “sunlight” soap— 
because autolysis of the translucent lens material remain- 
ing after extraction of the cataract by the extracapsular 
method (Fig. 3a) caused iritis. Of recent years greater risks 
have been taken with cataracts confined to the nucleus in 
patients over the age of 60, but post-operative iritis still 
occurs in 13% of cases. With the more recent and more 
difficult intracapsular operation, in which the lens is removed 


(a) (b) (c) (a) 


Fic. 3.—{a) Extracapsular extraction: capsule and cortex remain. 

(6) Extracapsula: extraciion: capsule must be needled. (c) Intra- 

capsular extraction: entire lens removed. (d) Intracapsular 
extraction: clear pupil. 


in its capsule (Fig. 35), the incidence of iritis is much lower, 
and the only criterion of ripeness in a physically and men- 
tally fit patient is whether he has enough sight to carry on 
his business or, if retired, to read. It seems strange to find 
an eminently operable condition like cataract high on the 
list of the causes of blindness, but severe diabetes, hyper- 
tension, chronic bronchitis, or disabilities of temperament 
may render patients poor operative risks. 


Myopia 

Most of the blindness in myopia occurs from macular 
degeneration due to high myopia in late middle age. The 
patient usually complains of a dark central spot that remains 
fixed (not floating) at the centre of the sight, which indicates 
the final stages of macular degeneration. Whether the 
effects of such malignant myopia are of purely genetic 
origin and uncontrollable, or whether the wearing of the 
correct glasses, an education with a minimum of reading, 
and the administration of calcium by mouth exercise any 
influence in youth is uncertain. Most ophthalmologists 
adhere to these principles in the early treatment of such 
cases. 

One form of blindness usually associated with myopia 
and susceptible to surgical treatment is detachment of the 
retina. The patient generally has moderate myopia and 
complains of floating black specks, flashes, or areas of light 
on moving the eye in the dark and, if the detachment is in 
the upper half of the retina, a defect in the lower visual 
field. Any patient who develops a spontaneous vitreous 
haemorrhage without obvious systemic cause should also 
be suspected of a detachment. A combination of any two 
of the above symptoms, particularly after a blow to the 
eye or head, requires a careful examination under hom- 
atropine mydriasis. If the grey area indicative of a detach- 
ment is found, the patient, unless obviously hopeless, is 
admitted to hospital as a surgical emergency and is nursed 
recumbent with both eyes bandaged to localize the tear 
(or tears) at the site of the initial detachment. If the detach- 
ment diminishes in size the prognosis is improved. 

In 1929 Gonin showed that if a thermocautery is pushed 
through the sclera at the site of the tear the subretinal 
fluid leaves the eye and the resultant choroiditis round the 
site of the cautery puncture produces adhesion between the 
retina and choroid. In this way ‘he was able to cure some 
29% of all detachments. To-day by using electro-diathermy 
in a similar way we cure 43%. It is possible to carry 
classification further than this: in some young people_with 
slight myopia and a small easily localized tear some 90% 
are cured, while large detachments in the aged with high 
myopia and large or multiple tears are almost incurable. 
It is essential that all detachments be treated as-early as 
possible, for if they reach the macula the ultimate central 
vision is greatly-reduced even if the retina is ultimately 
replaced. Detachments in aphakic eyes have a poor prog- 
nosis with the diathermy operation, but the more recent 
procedure of posterior sclerectomy, in which a strip of 
sclera 24 by 4 mm. is removed from behind the muscle 
insertion and underneath the area of greatest detachment, 
is proving effective in some otherwise hopeless cases. 





Next Refresher Course Article-—‘‘ Frequency of Micturi- 
tion,” by Mr. H. P. Winsbury-White. 





In future all Social Security (health service) prescriptions 
obtained from chemists in New Zealand will carry an extra 
red label with the words “ Keep all medicines out of reach 
of children.” This is an attempt to reduce the number of 
deaths and illnesses among children who accidentally get 
hold of medicines. An original article in the Journal on 
ferrous sulphate poisoning in children recently (1951, 2, 
1112) advocated various ways of lessening this risk ip 
Britain, and suggestions were made in subsequent letters 
showing. that doctors are well aware of the danger, but so 
far no official action has been taken in this country. 
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COAL AND CORTISONE 
MAN-POWER IN A SICK SOCIETY 


BY 


FFRANGCON ROBERTS, M.D. 


Consultant Radiologist to the East Anglian Regional 
Hospital Board 


The cost of the Health Service being usually expressed 
in money, we tend to forget that the only purpose of 
money is to buy labour and raw materials. If these are 
not forthcoming in sufficient amount money is of no 
avail. Medical labour, whether used directly in the 
treatment of the sick or indirectly in the production of 


- drugs and equipment for their benefit, is drawn from a 


pool common to all forms of labour, including the part 
engaged in our export trade, upon which our survival 
depends. If this trade were to languish through shortage 
of raw material, rearmament, foreign competition, or 
other causes, it might be possible to transfer some of 
the workers thus rendered idle to the Health Service, 
but any improvement in the Service which might ensue 
would be more than counterbalanced by the deterior- 
ation in the’ standard of health due to the diminished 
import of food. Even if a satisfactory market for our 
exports continues, our standard of living will depend 
upon the maximum allocation of labour to industry. It 
is therefore of the highest importance to determine the 
optimum share of the national labour pool which can 
be spared for health and other social services. 

While our relations with other countries are partly 
beyond our control, and therefore impossible to fore- 
cast, our future domestic circumstances can be predicted 
with some accuracy. The figures for total population 
and age distribution given in the Report of the Royal 
Commission on Population, 1949, tell us the number of 
mouths which will have to be fed, the man-power which 
will be available for production, and the social burden 
which the non-workers will cause to the workers. From 
these figures we can predict the changes likely to occur 
in the incidence of disease, and from the combined 
information we can deduce our ability in man-power to 
cope with it. 

Table I shows the age distribution for England and 
Wales calculated from the figures given for Great 
Britain in the Population Report. 


TaB_e I.—Age Distribution, England and Wales, in Millions 








65 and : ts per 
Year | 0-14 | 15-40 | 41-64 | “Over | Total Rei » 
1947 92 161 13-2 45 43-0 47 
1962 9-3 15-0 14-9 5-6 44-8 50 
1977 8-7 15-3 13-9 7-3 45-2 55 




















The Available Man-power 


Taking 1947 as the starting-point, in 1962 workers will 
have increased by 0.6m., but the non-workers by 1.2m., 
made up of 1.1m. aged and 0.1m. children. Thus depen- 
dants per 100 workers will have risen from 47 to 50. In 
the following 15 years the situation will worsen appreciably, 
for the workers will decline by 0.7m., while a fall of 0.6m. 
in children will be more than offset by an increase of 1.7m. 
in the aged, bringing the number of dependants per 100 
workers to 55. Even this underestimates the gravity of 
the situation. for in the first period the increase in workers 
is confined to those aged 41-64. While they are increasing 
by 1.7m. those aged 15-40 are dechning by 0.9m. Industry 


is therefore gaining in experience but losing in health and 
vigour The loss of younger workers is already having 
its effect, for at the moment there are 400,000 industrial 
vacancies which cannét be filled. This predicament is far 
from temporary, for in the second period the older group 
will decline by 1.0m.; while the younger group will recovef 
by only 0.3m.—a slight gain to industry in health and 
vigour but a heavy loss in experience. ; 


The Incidence of Ill-health 


Age Group 65 and Over.—The rise in the aged of 0.9m. 
in the first period, followed by a further rise of 1.7m. in 
the second, making a total of 62%, will of course be reflected 
in a great increase in the incidence of diseases to which this 
group is prone. In a previous communication (Roberts, 
1949), based on the latest figures then available—namely, 
those of the Beveridge Report —I estimated the increase 
between 1941 and 1971 at 50%. For mental illness, since, 
according to the Ministry of Health, 75% of patients are 
65 or over, it follows that by 1977 the number of patients 
will have increased by 47%. Meanwhile, during the year 
ended December 31, 1949, overcrowding in mental hospitals 
increased from 12.2 to 14.0%—a fact which seems to sug- 
gest that the much-vaunted new methods of treatment are 
not keeping pace with the increase in incidence. 

Age Group 41-65.—The older half of this group is asso- 
ciated with the incipience of degenerative diseases and of 
those, such as cancer, which run a prolonged course but 
are not classed as chronic sickness. Apart from the increase 
in incidence due to the increase in numbers, continued 
medical progress will effect a further prolongation in a state 
of invalidism, while an increasing proportion will survive 
to enter and swell the ranks of the aged. Between 1962 
and 1977 this factor will diminish owing to the decline in 
numbers. 

Age Group 15-40.—The fall of 1.1m. by 1962 will cause 
little easement, because this group is the least prone to ill- 
health. 

Age Group 0-14.—By 1962 there will be little change ; 
after that, a fall. Upon this group elaborate preventive 
measures are being lavished—antenatal and post-natal clinics 
and so forth. Yet although these have been in operation 
for some years there appears to be no sign that they are 
effecting any diminution in juvenile illness. 

The overall prospect, therefore, is one of steadily mount- 
ing ill-health, but confined to the older members of the 
community. 


Idle Dreams 


Such, then, is the problem—a death-struggle between 
economics and morbidity, between national and individual 
survival—a problem which would be grave enough even if 
international relations were harmonious. How does the 
Ministry propose to solve it? The answer is to be found in 
the Ministry’s memorandum entitled The Development of 
the Consultant Services (1950). This must be read in con- 
junction with the recently published Report for the year 
ended March 31, 1950 (Cmd. 8342), which shows the stage 
reached on December 31, 1949. 

The purpose of the memorandum is to indicate to regional 
hospital boards their duties “ against the background of the 
long-term organization of the Service.” It deals with each 
class of disease in turn. In many instances requirements are 
based on hearsay evidence. The phrases, “ It is said that... ,” 
“It has been suggested that...,” occur again and again. 


* The planners seem to have accepted without question the 


extravagant estimates submitted by representatives of each 
interest in turn. They express beds and man-power usually 
in terms of requirements for populations of 100.000- 
120,000 ; in the less common diseases for 1.000.000 or for 
a region. They make no attempt to add up the separate 
estimates so as to show the needs for the treatment of all 
diseases in the whole country. Had they done so the result 
might have surprised them. Adopting the axiom that the 
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whole is equal to the sum of its parts, I have taken the 
liberty of making good the deficiency by simple multiplica- 
tion and addition. Since in some places the memorandum is 
not free from ambiguity the calculation has not been easy. 
I hope, however, that I have interpreted its meaning with 
reasonable accuracy, and I apologize for any mistakes. The 
result, together with the bed-provision existing at the end 
of 1949, is shown in Table II. 


Taste II 





Total Senior Staff 
Required (Estimated 
as Full-time) 





j Consultants | Registrars 





General hospitals: | 
pmo name al - ; Lin 
enera eae 1,1 
Unclassified 


1,170 
780 


Optthalmology . . 

Plastic surgery 
Radiotherapy 

Thoracic surgery , 
a and orthop. surgery’ 


Other specialist units 


1,206 
11,846 
693 











: | 150,914 





21,848 
198,713 


28,307 
54,587 
6.664 
7,864 
6,647 





Staff not — wean mate: | 
Anaecthesia 780 780 

; 1,660 ! 
Physical medicine ée 258 129 
Diagnostic radiology .. . 410 260 
Grand total ‘ |473.544 |755.000 | 11,353 
a, Numbers not stated. 5, Included in other beds. c, Includes chronic cases. 


d, “* gums by such whole-time registrars and junior staff as may be neces- 
. “On the same lines” as d. /, These beds to be under general 














| 5,072 





Hospital Beds ‘ 

Table II shows that beds of all kinds are deficient by 
nearly 300.000. In other words, existing beds need to be 
increased by 63%. General hospital beds need to be nearly 
doubled. The deficiency applies in varying degree to all 
diseases, with two exceptions—infectious diseases and 
chronic sickness. For the former ample provision is of 
course essential in order to meet epidemics, but the 
Ministry’s view that the provision for the chronic sick is 
nearly sufficient is contrary to general experience. 

From Table II an interesting calculation can be made. 
Deducting 35,000 beds closed for cleaning and redecorating, 
there will always be 300,000 general hospital beds in use. 
Taking 18 days as the average stay of each ‘patient,. each 
bed will be occupied annually by 20 patients. The popula- 
tion being 43m., this means that the Ministry <xpects 
one person out of seven to do his duty by spending 18 days 
in a general hospital every year. 
the convalescents, those permanently or semi-permanently 
immured in mental, mental deficiency, tuberculosis, and 
chronic sick hospitals (for whom 420.000 beds are to be 
provided), the thousands in bed at home “ with the doctor ” 
(or without). and the hordes besieging general practitioners’ 
surgeries and contributing to the 35.3m. attendances in 
casualty and out-patient departments. So much for a 
healthy nation. 


To these’ must be added - 


. Senior Staff 


It might have been thought that estimates of future senior 
staff could be based only on figures showing the existing 
staff expressed as full-time labour. Such figures, however, 
are apparently not available. The report for 1949-50 
enumerates full-time and part-time appointments, many of 
the latter being multiple. For instance, 1,310 whole-time 
and 12.372 part-time consultant appointments were held by 
5,200 persons. On a similar calculation 686 whole-time and 
2,891 part-time senior hospital medical officer appointments 
involved 1,100 persons, giving a total of 6,300 persons. 
Since some of the multiple part-time appointments were 
collectively not full-time, we may take the_full-time labour 
at about 5,000—that is, less than half the number required 
according to the memorandum. Registrars and junior 
hospital medical officers are given as 3,972 whole-time and 
831 part-time. The amount of full-time labour of these 
grades employed in 1949 was therefore approximately the 
same as the amount which will ultimately be required. 

More significant, however, is the consultant /registrar ratio. 
The overalj ratio aimed at is about 2:1, but for some reason 
not explained it varies widely between 4:1 for ophthal- 
mology and 2:3 for general surgery. One suspects that the 
planners have accepted the views of consultants given with 
no thought for the fate of their assistants. The ideal ratio 
should of course vary according to whether establishment 
is static or expanding, and according to the purpose of 
registrarships. If establishment is static and each consultant 
has one registrar of six years’ tenure, he will have five 
registrars during his 30-years term of office. But, of these, 
only one will reach consultant rank. If establishment is 
expanding, a condition which can at best be only gradual 
and temporary, perhaps two will gain promotion. The 
system of registrarships is therefore workable only on the 
condition that the majority of the holders cannot expect to 
attain consultant rank. Whether this is just to them or in 
the best interests of medicine I do not propose to discuss. 
It may well be that a registrarship in general medicine is a 
good preparation for general practice, but the same cannot 
apply to plastic or thoracic surgery. 

It was the belated discovery of this situation which led 
the Ministry in the autumn of 1950 to announce its decision 
drastically to reduce the number of registrars, recommend- 
ing those discharged to seek employment abroad or in 
general practice. That this was to be the fate of some 
registrars was mentioned in the memorandum which we are 
discussing and which was published in the same year. But 
here comes the interesting point. The memorandum in 
almost identical form had been issued confidentially to 
regional hospital boards early in 1948. It contained this 
passage: 

“In this cient the term ‘ registrar’ is used in a 
generic sense where it is desired to suggest the employ- 
ment of officers senior to the house-physician or house- 
surgeon and considered to be passing through a probation- 
ary period of training in a specialty. Some practitioners 
may start on such a career and, after a period of a year 
or two, turn to training in some other consultant field 
or to general practice. Others will continue, acquire a full 
period of training, emerge as consultants for more senior 
appointments on hospital staffs. It is not possible to esti- 
mate the numbers in either-group, and as a result estimates 
of the numbers of registrars given in later sections include 
both these groups.” 

It would be interesting to know why the Ministry informed 
the predominantly lay regional hospital boards two years 
before it informed the medical profession. 


Total Personnel 


Table III shows the figures for non-medical personnel. 
With the medical staff the total came to about 220,000 
reckoned as whole-time. Even so, nurses were short by 
41,263 and midwives by 2,344. If we add 2000 general 
practitioners, their secretaries, the pharmaceutical chemists, 
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TaBLe III.—Non-medical Personnel,- December 31, 1949 
Whole-time Part-time 
Professional and technical .. os 13.271 5,311 
Administrative and clerical .. ow 23.797 
Maintenance, transport, ete .. Py 26.210 
Regional headquarters staff .. 6 1,320. 
Blood-transfusion centres oa oe 1,107 
Nurses .. <“ oe . - 125,131 23,624 
Midwives oi ad ba oe 8,888 969 
Total .. Re 199,724 29,904 











and the number, unknown but certainly very large, engaged 
in the medical trades we arrive at a total which forms a sub- 
stantial part of the nation’s labour force. If the additional 
63% of beds were forthcoming, hospital personnel would 
have to be increased by 140,000, giving a total of 360.000. 
The truth, of course, is that this extra labour is not and will 
not be available, for the simple reason that it does not and 
will not exist. 

Thus the authors of the memorandum live in a world far 
removed from reality. They show throughout no evidence 
that they recognize any economic limitations to their plans. 
Indeed, the only limiting factors which they admit are the 
existing shortages in buildings and trained specialists, but 
they confidently assume that these shortages cannot fail to 
be remedied in course of time. In a mood of joyful antici- 
pation they portray the future in glowing colours—the 
future, that is to say, for hospital staffs. They envisage a 
kind of clinical Republic on the Platonic model in which 
the medical guardians work in ideal surroundings and are 
paragons of virtue and industry, exhibiting in perfection 
give-and-take, willingness to co-operate, and anxiety to 
improve their efficiency—qualities which, to do them justice, 
most of them already display without any Ministerial 
prompting. 

But the facts must be faced. The numbers engaged in the 
Health Service must be determined. not by national needs, 
but by national earnings abroad. If these decline, the Health 
Service must suffer. If we want cortisone we must sell more 
coal. There ig no other way. Those who wail against any 
cuts are crying for the moon, and politicians, to whatever 
party they belong, who promise that there will be no cuts are 
promising the moon. The advice which the Ministry is 
giving to hospital boards is therefore grossly misleading and 
a direct encouragement to extravagance. Even though the 
incidence of ill-health is destined to increase, long-term 
policy should be framed with the prospect of enforced 
contraction in view. 

The point of immediate importance is the entry into the 
Service. The years quoted in the projections given above 
are not so far off as they seem. In 1962 those now entering 
medicine will be in the registrar stage, if it still exists, and in 
1977 they will be at the height of their powers. Whether we 
like it or not, it is a logical corollary to the establishment 
of the Health Service that the State must control and reduce 
the intake of medical students to meet the economic future 
so far as this can be predicted,”so as to ensure a balance 
between the treatment of ill-health and procuctive capacity. 
We cannot tolerate a situation in which youth in its 
thousands hammers at the doors of the medical schools 
while industry cries out for labour. The Health Service is 
no haven from «he economic storms which will batter us, 
perhaps to pieces. 

Certain consequences of this limitation should be noted. 
First, every year added to the duration of medical training 
reduces the number of persons effectively employed. For 
instance, 20,000 general practitioners are reduced by about 
700. The same applies to study-leave, aggravated by the 
fact that this is invariably expansionist in effect. Apart from 
those branches of medicine in which exceptional skill and 
experience are required, is it really true that a person is not 
fit for independence and responsibility until he is in his 


middle thirties—that is, until half his life has been spent? | 


Secondly, reduction in the number of the junior grades 
means that seniors will have to undertake many of the duties 


from which they are now relieved. The latter will therefore 
have to be increased in number by raising the retiring age 
to 70. . 

Such, then, is the prospect as I see it. Four years ago in 
this Journal (Roberts, 1948) I asked the question, Where are 
we going? I still don’t know, but at least I know where 
the Ministry wants us to go. To. plenty in the midst of 
poverty ; to a medical heaven in the midst of a bankrupt, 
bedridden, and hungry hell. 
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CONCERNING THE EPILEPTIC 


[FROM A CORRESPONDENT] - 


A general practitioner with a list of 2,000 patients will 
probably have four or five epileptics under his care. These 
people will be handicapped in varying degrees by their fits, 
and by the attitude of mind about epilepsy of those with 
whom they come into contact? The social handicap is 
usually by far the greater burden. 

In the public mind, epilepsy is associated with mental 
disorder. Now, while it is true that fits are common among 
mental defectives and the insane, most epileptics living 
outside institutions, apart from the occurrence of their fits, 
are essentially normal individuals, mental deterioration being 
unusual in those with only a moderate number of fits. 
Anomalies of temperament, however, are not uncommon: 
in some cases the temperament is affected by the disease, 
and the anomalies, like the fits, are a manifestation of 
the paroxysmal dysrhythmia of cerebral cells, but often- 
temperamental changes are a secondary phenomenon, the 
result of social frustration. There is also a common belief 
that the outlook for an epileptic is necessarily bad. This 
is quite untrue. Many people who have had fits during 
childhood and adolescence become quite free of attacks in 
adult life, and in others the administration of drugs usually 
results in effective control or at least lessening of the fits. 


The Harm of Concealment 

The knowledge that epilepsy tends to run in families 
aggravates a common impulse to conceal thé occurrence 
of fits. Concealment can only harm the patient and increase 
anxiety all round. The social handicap from the familial 
tendency to epilepsy can be lightened by frankly facing the 
facts. Even marriage, and the prospect of having children, 
may in some cases be quite justifiable for an epileptic if 
the prospective partner is shown to have a normal electro- 
encephalographic record. Near relatives of an epileptic 
who have Uysrhythmia of an epileptic type have the same 
chance of producing epileptic offspring as a frank epileptic. 

Parents are often ashamed that a child of theirs should 
have fits, and are over-anxious about the occurrence of a 
fit in public. At school, fits may cause a great disturbance 
in the class, and as a result of this the epileptic child comes 
to be avoided by his fellows. An awareness that he is 
not wanted soon gives the child a strong sense of 
inferiority ; he becomes desperately lonely, and takes on to 
himself the shame and anxiety shown by his parents. As 
a result of this unhappy train of events, the child’s fits 
increase’ in number. An epileptic child should be allowed 
as much freedom as possible, even at some risk. Parents 
must hide feelings harmful to the child; they must take 
him about with them and treat him as a normal individual. 
Teachers and pupils at school must learn to regard fits as 
a natural occurrence, causing no special concern. Whenever 
possible an epileptic should have a normal home life and 
education, but if the child has a great number of fits, or 
his home conditions are bad, the school medical officer will 
arrange for his admission to a special school for epileptics. 
Here medical supervision” can be more thorough than at 
home, and the child loses the feeling of being alone and 
inferior. Early advantage should be taken of institutional 
care when necessary. 
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Employment of Epileptics 

During the war physically handicapped people previously 
considered to be unemployable were encouraged to train 
for essential work. Thousands of these took their places 
as wage-earners, and by April, 1950, the names of 15,078 
epileptics appeared on the Register of Disabled Persons; 
of these, 13,563 were actually in work. This is particu- 
larly encouraging, as occupation and interest are direct 
anticonvulsants. 

The task of finding work for an epileptic now officially 
falls to the disablement resettlement officer, who is guided 
by the report he receives from the patient’s own doctor at 
the time of registration. However, continued supervision 
and encouragement by a social worker is often a determin- 
ing factor in keeping an epileptic at work. Also knowledge 
of the patient in his home surroundings, visits to prospec- 
tive employers, and consultation with the patient’s doctor 
do much to ensure that the individual epileptic is placed 
in wagsk for which he is most suited. 


British Epifepsy Association 

The British Epilepsy Association, formed in 1950 as a 
memorial to the work of Dr. J. Tylor Fox, aims at educating 
the public in the nature and social effects of epilepsy, and 
so help epileptics to take their proper place in the com- 
munity. Parents of epileptics, or the patients themselves, 
often welcome the knowledge that their difficulties are 
understood and-shared by other families. The association 
forms a unit of which they can become members. An 
attempt is made to find a solution to individual social 
problems. In addition, simple explanatory pamphlets have 
been published, designed to help parents and employers, 
and these can be obtained from the Brifish Epilepsy 
Association, 7, Victoria Street, London, S.W.1. 
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Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Pethidine Hypersensitivity and Histamine 

Sir,—In the last year there have been communications to 
the Journal describing severe hypersensitive reactions to 
pethidine.'* The possibility that pethidine might produce 
the symptoms of the hypersensitive reaction by releasing 
histamine is suggested by the observation that fit causes a 
triple response on injection into human skin.** This possi- 
bility is further supported by experiments demonstrating 
that the pharmacologically related opium alkaloids do 
actually release histamine.** Also, the urticarial rash and 
oedema of the lips and eyelids following pethidine admini- 
stration in the patient of Dr. E. B. Butler are strikingly 
similar to the signs occurring when histamine is released 
from the tissues of unanaesthetized dogs following admini- 
stration of histamine-releasing drugs. I would therefore 
like to mention here results shortly to be published in 
detail which demonstrate that pethidine, under certain 
conditions, is an effective releaser of histamine. 

It was shown that the intra-arterial injection of relatively 
small amounts of pethidine into an isolated. perfused pre- 
paration of cat’s skin released large amounts of histamine. 
In the intact cat, intravenous injection of large doses of 
pethidine produced increased plasma histamine levels. 

The clinical picture of circulatory collapse, urticarial rash, 
and facial oedema occasionally seen following pethidine 
may therefore well be due to the release of histamine in 
patients who, for an as yet obscuré reason, release histamine 
much more readily than others after administration of this 
drug. Since mepyramine considerably mitigates the signs 
accompanying histamine release in response to a histamine- 


releasing drug (although the histamine release persists),” the 
antihistamine compounds may be effective agents in combat- 
ing the rare but alarming hypersensitive reactions to this 
drug.—I am, etc., 
National Institute for Medical Research, 
Mill Hill, N.W.7. 
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Allergy and Rheumatoid Arthritis 


Sirn,—The letter of Dr. R. W. Barter (January 12, p. 109) 
referring to the use of antihistaminics and a postulated con- 
dition of hypersensitivity in rheumatoid arthritis recalls the 
case history of a patient which may be of interest. 


The patient, a girl aged 14 in 1932, commenced with a disturb- 
ance affecting most of the joints of the body, including the elbows, 
knees, wrists, and small joints of the hands. This consisted in 
sudden painful swellings of the joints, subsiding after a week 
and recurring at about monthly intervals. These attacks were 
repeated for about six months, and then a condition typical of 
rheumatoid arthritis followed. 

The joint disturbance at the onset was not associated with any 
rise in temperature, splenic enlargement, or any systemic sign 
or symptom of note. The sudden onset of the swelling appeared 
to me at the time typical of that associated with angioneurotic 
oedema. 

In addition to the usual antirheumatic therapy of that period, 
anti-allergic treatment consisting in calcium injections and injec- 
tions of milk was given, with no benefit. It is possible that 
treatment with the modern antihistaminics would have been of 
use here. The patient at present presents all the features of ar 
advanced crippled state of rheumatoid arthritis. Arthroplastic 
operations on both elbow-joints and knee-joints have recently 
been performed. 


The mode of onset of the disease in this case, and the 
subsequent history. would indicate that a condition of hyper- 
sensitivity is associated with rheumatoid arthritis.—I am, etc., 


Jack CARR. 


© 


Acute Infectious Lymphocytosis 


Sir,—In Dr. H. G. Dunn’s very interesting article on acute 
infectious lymphocytosis (January 12, p. 78) he describes 
infestation ‘with Giardia lamblia occurring at the same time 
and suggests this association is worthy of future investiga- 
tion. I should like to add another case in which the two 
diseases appear to have coincided. 

In August, 1951, a boy of 3 admitted to hospital for investi- 
gation of a congenital cardiovascular defect was found to have 
slight coryza and mild diarrhoea. Investigation of stools revealed 
many cysts of Giardia lamblia, and he had at that time a total 
leucocyte count of 49,000 per c.mm., of which 72% were normal 
small lymphocytes and 24% eosinophils. He was treated for five 
days with “ atebrin,” arid after three weeks the leucocytes fell to 
5,900 per c.mm. with 45% lymphocytes and 25% eosinophils, and 
no cysts or ova could be found. After anoiher month the eosino- 
philia also had disappeared. . There was nothing clinically to 
suggest glandular fever, leukaemia, or whooping-cough, and the 
child’s subsequent history has been uneventful. 


This case would thus appear very similar to those of 
Dr. Dunn.—I am, etc., 
Ashford, Middlesex. 


Manchester. 


JEAN®M. WEBSTER. 


Sir,—The article by Dr. H. G. Dunn (January 12, p. 78) 
prompts me to report two further similar cases recently seen. 


* These were brothers, aged 3 and 14 years, admitted in Novem- 
ber with a history of loose stools and vomiting for one day. 
No abnormality, apart from slight nasal discharge, was found on 
physical examination, but stool specimens from both children 
showed cysts and flagellate forms of Giardia lamblia. 

White blood counts (W.B.C.) were: elder brother, total 83,600 
(80% lymphocytes, 5% eosinophils); younger brother, total 85,600 
(89% lymphocytes, 4% eosinophils, 1% monocytes). They were 
each given a short course of mepacrine, the diarrhoea settled, and 
the stools revealed no Giardia on several occasions. The lympho- 
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cytosis and eosinophilia persisted for several weeks, but the W.B.C. 
eventually returned to normal. Paul—Bunnell tests and Mantoux 
series were negative for each child. As in the other reported 
cases, no abnormal leucocytes were seen in the blood films (the 
excess being due to mature small lymphocytes), there was an 


absolute eosinophilia, and there was evidence of a mild upper - 


respiratory tract infection (nasal discharge) in both boys. 

It is interesting to note that the younger brother had been in 
hospital on three previous occasions with a history of diarrhoea: 
repeated stool examinations had then failed to reveal any Giardia 
and the W.B.C. was normal. Incidentally, the above are the only 
two proved cases of giardiasis found in this large general hospital 
in the last five years. 

Although in Dr. Dunn’s article and in the annotation 
(p. 96) doubt is cast upon the significance of the association 
between giardiasis and “acute infectious lymphocytosis,” 
surely jt is more than coincidental that this association was 
found in five of Dr. Dunn’s six cases and in the two cases 
reported here, especially as Dr. Dunn himself states that 
“jt is well known that Giardia lamblia may be found only 
after repeated testing of stools.” 

The fact that in some of Dr. Dunn’s cases giardiasis was 
apparently present without a concomitant lymphocytosis 
can, I think, be discounted, as one could well postulate 
that in those cases the host and invading organism had 
achieved a state of symbiosis, whereas in those presenting 
with lymphocytosis and eosinophilia a temporary lowering 
of the host's resistance (as by the commonly associated 
upper respiratory tract infection) had allowed the giardia 
to become pathogenic. 

Surely we should think of a relatively simple explanation 
such as this before attempting to create a new disease 
entity—I am, etc., 

Bebington, Wirral. 


Surgical Treatment of Sciatica 


Sir,—In your comments on the surgical treatment of 
sciatica (December 15, 1951, p. 1448), having listed the 
results reported in certain large series, you go on to say that 
there are indications that the results are not in general so 
satisfactory, and as evidence of this you refer the reader 
to two reviews of compensation cases. I think it would be 
only fair to draw attention to certain details of these reviews. 
Both of the reviews deal only with cases treated prior to 
1945, in the United States, and for this reason alone are 
hardly evidence of the present level of the surgical treat- 
ment of sciatica in this country. 


The report of Aitken and Bradford (1947) deals with 170 
cases operated on between 1940 and 1944; 67 patients had no disk 
lesion—i.e., 40% of the cases submitted to operation were wrongly 
diagnosed. In this regard the authors comment as follows: 
“*It should be noted that we have included in the disk series 
all cases in which a disk is said to be found. There are several 
cases in which we had reason to question the findings.” There 
were 10 cases of neurosis in the disk cases and 16 cases of neurosis 
in the non-disk cases, and in each instance there was ample 
evidence of such a neurosis before operation. Twenty cases were 
operated on within two months of the onset of the symptoms 
and some of these within one month. In some instances there 
were widespread explorations involving five or six vertebrae. 
There were five deaths. The complications included nine cases 
of sepsis, four of phlebitis, one of persistent headaches, two of 
post-operative drop-foot, and three of post-operative paralysis of 
the quadriceps. The authors are prepared to admit that the 
desire for financial imbursement influenced the end results. 

The series reported by Marble and Bishop (1945) deals with 
496 industrial cases, of which 92 had operative treatment. The 
diagnosis was confirmed at operation in 75% of these cases. 
Thirty-four cases are listed as having a good result, as they 
returned to normal work within six months, nine had fair results, 
being able to return to normal work within a year. It is said 
that the disability of the remaining 49 lasted for over a vear, 
and in some the disability still continued. Presumably. in the 
other cases, the disability had disappeared and it would seem 
important to know when and in how many of the 49 cases the 
disability eventually disappeared. The fact that most of the 
failures occurred in cases which had been fused makes a true 
estimation of the results more difficult. 


I doubt. therefore, if the reviews of compensation claims 
to which reference has been made justify the general state- 


MarGarRET E. HALL. 





ment that “ the results of operation are poor in many cases.” 
It does not seem fair to point to the results of too exuber- 
ant surgery of about 10 years ago as indicating the poor 
results of surgery to-day. The important thing is to assess 
the results not of surgical treatment but of a single method 
of treatment in which both conservatism and surgery play 
properly assigned roles and to compare these results with 
the results obtained with the haphazard conservative treat- 
ment of low backache and sciatica 20 years ago.—I am, etc., 


Burton-on-Stather, Lincs. Davip F. THOMAS. 


Specific Language Disability 


Sir,—The annotation on the subject of specific language 
disability (January 5, p. 36) raises many important points 
and should be pondered deeply by all who are associated 
with learning children. These disabilities, as is stated, have 
long been recognized, and there is already an extensive but 
too little known literature on the subject. The most recent 
comprehensive work is Goldstein’s Language and Language 
Difficulties, and perhaps the earliest is by Rosinus Lentilius, 
who, writing in 1698 in the Miscellanea Medico-practica 
Tripartita, tells of a left-handed epileptic girl who wrote 
with her left hand “ inveris literis,” which could be read 
only in a mirror. 

There is no doubt that developmental aphasia, in varying 
degree, is the greatest single cause of backwardness in 
intelligent children—the children of whom school reports 
too often say, “ This child could do better if he tried.” The 
pathology is not yet fully clear, but it would seem that the 
commonest cause is crossed cerebral dominance, the 
emotional or psychiatric factor being secondary. It runs in* 
families. To the spelling, writing, and reading difficulties 
in school must be added stammer, and, in everyday life, 
slowness in distinguishing left from right, impaired spatial 
orientation, poor skill in games with a small, fast-moving 
ball, and, in short, any activity needing speedy co-ordination 
of hand and eye. 

Skilled remedial teaching, especially about the time the 
child is learning to read and write, is always indicated, and, 
if the subject is normally intelligent, usually successful. 
Unless such measures are taken, the backwardness remains 
and brings with it discouragement and a feeling of failure, 
which soon permeate all the child’s attitudes—I am, etc., 


London, W.1. WILLIAM Moopie. 

Sir,—The annotation on specific language disability 
(January 5, p. 36) brings up a subject of considerable 
importance. Apart from the question of a possible neuro- 
logical disorder. there are a number of interesting points 
about children suffering from this disorder which may throw 
light upon its nature. The first of these is the concreteness 
of their imagery. 


I have had the opportunity to use non-verbal techniques in the 


study and treatment of a number of these children, and the- 


improvement that has followed, both in writing and reading, 
suggests that it is unlikely that a fundamental neurological defect 
should be present in them, though there is nothing in what I have 
observed to militate against a possible familial grouping. The 
question, it seems to me, that arises is whether the condition is 
an exaggeration of the normal tendency to “ concretize ” percep- 
tions. or whether the disability arises, as is suggested in your 
annotation, from some new factor. 

Language, whether written or read, is basically a procession of 
abstract symbols to which we have agreed to attribute certain 
fluid meanings. I say fluid because it is the fluidity of signifi- 
cances of the same forms, in the English language particularly, 
which constitutes part at least of the difficulty of these children. 
To some children shapes drawn on paper or printed in a book 
have an exclusively concrete significance (as was beautifully 
illustrated in The Wallypug of Why, by G. E. Farrow, where the 
heroine goes for an excursion to the sea with the alphabet). No 
concrete objects have the same significance in all positions—an 
upright with a loop at the end is p in one, but becomes b in 
another, or even d if turned over. This is clear to us, but 
completely confusing to this type of child. 

A second source of difficulty is the inability some children have 
of recognizing on their own initiative that the same sound, or 
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even the same shape of letters in a word, can have two (or more) 
entirely separated and different meanings, Most children grasp 
this spontaneously, but some do not, and the various meanings 
they hear attached to the sound or shape run together into a 
blurred confusion which makes it impossible for them either to 
recognize when printed, or to reproduce in writing, that word or 
phrase. 

Considering how serious an effect this disability, if it 
persists, can have upon a child’s practical future, it might 
be well worth while to set afoot some research on this 
point. Research in this case should be directed not so much 
to investigation of the efficacy of remedial teaching as 
towards study of the imagery of these children. If a child’s 
imagery is very vivid and concrete, and his interest in the 
benefits of understanding abstractions is not aroused, my 
experience goes to show that a certain number of these 
children do not emerge spontaneously from this stage to 
develop a capacity for abstract thought ; instead they become 
increasingly hopeless about their failure to grasp what is 
so obvious to their neighbours, and the help given them in 
remedial teaching, by its further emphasis upon abstract 
thinking, only increases their confusion. 

Opportunity to express their ideas in concrete material 
can both give the observer information about the processes 
going on in the children’s heads and give the children a 
possibility of sorting out their ideas without the, to them, 
puzzling intervention of abstract symbols. In my experi- 
ence, when the confusion and hopelessness are lessened, 
appreciation of the meaning and use of symbols begins to 
dawn upon the children, and, if at this point good remedial 
teaching is given, in many cases normal reading and writing 
can follow.—I am, etc., 


London, W.11. MARGARET LOWENFELD. 


Meyer and Bleuler 


Sir,—While fully supporting your reviewer's opinion 
(January 5, p. 32) that the translation of the late Eugen 
Bleuler’s book Dementia Praecox or the Group of Schizo- 
phrenias is of great importance, I think he is mistaken in 
inferring that the late Adolf Meyer’s conception of “ reaction 
types” was in any way antithetical to the “ pluri-dimen- 
sional ” approach which developed in Europe on the basis of 
Bleuler’s work. 


From the early years of this century Meyer put Bleuler’s views 
before American psychiatrists. In 1906 and 1908 Meyer put for- 
ward descriptions of a number of mental “ reaction types ” rather 
than “ diagnoses,” and at the same time wrote that every such 
abnormality had “ its infrapsychic components (somatic disorders 
or disorders of special organs, including nutritional and histo- 
logical disturbance of the nervous system) and components which 
are fully sized up only with psychological conceptions, either overt 
or substitutive.” Meyer attracted Bleuler to read a paper to the 
opening of the Henry Phipps Psychiatric Clinic in 1913. There 
teaching from its opening was directed to the question, How 
much and what is structural, functional, somatic, metabolic, 
neurogenic, constitutional, psychogenic, social, etc., in any 
reaction ? In tracing the evolution of the dementia praecox con- 
cept at the 1925 meeting of the Association of Research in 
Nervous and Mental Disease, Meyer stated that in his belief 
“ the line of progress would lie in following the pluri-dimensional 
character of the facts involved.” In the textbooks of his pupils 
the Meyerian attitude to diagnosis is summed up thus (Muncie, 
1939): “ The diagnostic formulation stresses factual statements of 
actual overt and implicit performance as action and reaction 
pointing out the principal and incidental disorders and how they 
have come about in. a genetic-dynamic fashion . . . the formula- 
tions of empirical reaction sets of various sorts which are in no 
way mutually exclusive.”—(Kanner, 1935): “* Psychiatric diagnosis 
is a synthetic procedure and differs from non-psychiatric diagnosis 
by the virtue of the greater complexity and manifoldness of 
psychiatric symptoms . . . psychiatric diagnosis is a reformu- 
lation of the complaint on the basis of the available data 

. taking in the whole situation with its genetic-dynamic 
aspects, and speaks of the person rather than of his disease.” 
Bleuler and his followers on the Continent were certainly dynami- 
cally and pluralistically oriented, but Meyer and all those he 
stimulated in America and elsewhere were also. 


I think it is worth while mentioning these facts, as soon 
Meyer’s collected works will be on the bookstalls for the 


first time and it is to be hoped that they will be very widely 
read by young psychiatrists—I am, etc., 


London, S.W.7. W. CLIFFORD M. Scott. 


Hypnosis and Asthma 


Sir,—I would like to comment on. the reply in “ Any 
Questions ?” (January 19, p. 173). The questioner asked, 
“Is there any evidence that hypnotic treatment can benefit 
sufferers from chronic asthma ? What might be its cape, 
particularly with children ? ” 

As I have been using hypnosis as a form of paychotinney 
for bronchial asthma for several years, my own answer to 
part one of the question is strongly in the affirmative. In 
answer to the second part the reply given was, “ The child 
may develop a habit of having anaesthesia, disturbance of 
memory, or tetany which may continue in the waking state.” 
In a long experience dealing with many children I have 
never seen this happen. Children are good subjects for 
hypnosis and the results are excellent. In time this will 
be the method of choice in the treatment of this psycho- 
somatic symptom.—I am, etc., 

London, W.1. A. P. MAGONET. 

Smr,—You have been kind enough to publish letters from 
me in the past (Supplement, March 12, 1949, p. 142; 
Journal, August 25, 1951, p. 497) dealing with the contro- 
versial subject of hypnosis. 

Now that hypnotherapy has been accepted by the B.M.A. 
as a recognized medical procedure and semi-positive steps 
in the right direction have taken place to prevent the tech- 
nique of hypnosis from being displayed on stage, film, and 
television, it seems absurd that the issue is still raging in 
the Press, radio, and television. I venture to suggest, and 
humbly of course, that had the medical authorities taken a 
more positive stand several months ago, and when stage 
hypnotism was obviously getting out of hand, the issue 
would now be clear cut and any legislation contemplated 
would have been easier to achieve. I would also suggest 
that even at this late hour, if a really positive attitude is 
taken by the profession itself, stage hypnosis, which is so 
obviously dangerous, degrading, and lowering to a recog- 
nized therapy used by many physicians, surgeons, and 
psychiatrists, would cease. 

It is, of course, the medical profession which is largely 
to blame for this state of affairs. I have spoken to lay 
people who are appalled at the lack of interest dis- 
played by the profession to the abuse of hypnosis by un- 
qualified persons. It is not good enough to dismiss the 
subject by saying, “ It’s not important enough.” It is impor- 
tant enough, as witness the constant barrage of rubbish 
written by, and to, the popular press on this subject. The 
public should be guided by a strong and understanding 
profession and not led by stage hypnotists and the Press to 
a knowledge of the subject.—I am, etc., 


London, N.15. GORDON AMBROSE. 


Are Neurotic Symptoms Imagined ? 


Sir,—Your leading article entitled “ The Bottle of Medi- 
cine” (January 19, p. 149) was interesting and pertinent. 
But surely to describe symptoms as either “real” or 
“imagined” betrays a lack of understanding of modern 
psychiatric thought. No matter how convenient these 
terms may be, they should have no place in a serious 
discussion of neurosis. Can symptoms ever be unreal, 
outside frank malingering? The neurotic will not thank 
you for telling him that his pain, weakness, paraesthesiae 
and fears are unreal, and in fact he is liable to contradict 
you loudly by demonstrating his “imaginary” flatulence, 
breathlessness, or diarrhoea in unmistakable fashion. 

One has often felt that some at least of the patients seen 
at psychiatric out-patient departments would be better 
treated by the general practitioner, as attendance at hospi- 
tal seems to confirm them in illnesses which otherwise might 
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have been fleeting. It is recognized, however, that the 
G.P., even if he has the inclination and the knowledge, 
seldom has the time to treat neurotics. Moréover, as the 
powers that be are intent on reducing the registrar popula- 
tion, there is little doubt that the vast army of neurotics 
will shortly have no alternative but to be satisfied with 
the placebo and the pat on the head that were their portion 
in the bad old days when all illness that was not frankly 
organic was obviously imaginary.—I am, etc., 


Crichton Royal, Dumfries. J. K. W. Morrice. 


Preventive Medicine 


Smr,—I find myself becoming more and more exasperated 
by pompous statements, in the medical and lay press alike, 
exhorting the general practitioner to give more of his atten- 
tion to preventive medicine and health education. One such 
nebulous utterance is included in a recent memorandum 
from the Birmingham Executive Council, while from Leeds 
comes the observation that “the Health Service shows. a 
lack of balance between preventive and curative medicine.” 

Would it be an unfair question to ask of these arm-chair 
advisers what precisely they imply by the practice of pre- 
ventive medicine by general practitioners ? 

Meanwhile I suggest that the balance must continue to 
weigh heavily on the curative side so long as there is a 
serious shortage of houses and hospital accommodation, 
food restriction, financial stress, unhappy marriages, and 
the like. Preventive medicine must inevitably follow in the 


footsteps of the slowly rising standards of society, depend- - 


ing for its more spectacular successes upon advances in 
medical research. At the same time I myself believe that 
the contribution of the general practitioner is much greater 
than is generally realized, since it is essentially of a subtle 
and individual nature and cannot be expressed—and heaven 
forbid that it should—in terms of “ social medicine,” “ social 
therapy,” and “group health.”—I am, etc., 


London, S.W.7. W. Dykes Bower. 


Shortage of X-ray Films 

Sir,—Since 1 work in a chest clinic badly hit by the recent 
x-ray film shortage, I have read your leading article of 
January 12 (p. 94) and the subsequent correspondence with 
great interest. 

I am firmly convinced that, unless present facilities for 
radiography of suspects. and contacts are maintained and 
extended, long-term economy will not be secured. For 
instance, in this area the ultimate cost to the community 
of one or two missed early cases of tuberculosis may well 
be more than that of a year’s normal supply of film. 

Recent pronouncements from the Ministry of Health do 
not encourage me to believe that the supply of x-ray film 
will keep up with the ever-rising demand. If this is so, 
will it not be best to press for fundamental research into 
potentially superior radiographic methods rather than to 
resort, with a bad grace, to essentially second-rate or third- 
rate techniques, such as screen-photography of the mass 
radiography type, or even simple fluoroscopy ? 

I refer, of course, to the possibility of electronic enhance- 
ment of the brilliance of the fluorescent-screen image, so 
that instead of peering at.dim outlines in darkened rooms 
we could examine a brilliant moving image of the living 
structures. Only an occasionai 35-mm. photograph would 
then be required, for record purposes, and our demands 
for x-ray film would disappear overnight. This is, of course, 
the development at which Dr. A. Orley is hinting (January 
26, p. 219). Research work in America has been reviewed 
by F. I. G. Rawlins (Brit. J. Radiol., 1950, 23, 460), and 
since then I have impatiently awaited news of further 
developments towards what I would call “television 
screening.” With this tool we could study living patho- 


logy where at present we are confined to still pictures or 
occasional glimpses at operation, and could confidently 
expect great advances in our understanding and treatment 
of chest diseases. Moreover, frequent nation-wide chest 


} 


screenings would become an immediate practical possibility. 
Since three-quarters of to-day’s new cases of tuberculosis 
have been infected from unknown sources, discovery of 
these sources would soon enable us to break’ the back of 
the tuberculosis problem. 

There is one awful possibility. While welcoming techni- 
cal advances, I dislike any severing of the proper doctor- 
patient link. I shudder to think of the day when the 
diagnostician sitting at ease in his study will be able to 
talk to his patient over the “ Tannoy” while observing him 
on ordinary television, switching over when desired to the 
x-ray television screening. Speedy and efficient, perhaps, 
but I still prefer the personal touch to the voice of this 
unseen new’ deus ex machina.—I am, etc., 

Leeds. JoHN ASPIN. 

Sir,—I suggest that an important factor in the unnecessary 
use of x-ray films lies in the fear of litigation. Practitioners 
must frequently call for an x-ray knowing that it is’ most’ 
unlikely to be of material assistance in the diagnosis ; but 
they realize that should the case go wrong the admission 
that they failed to have an x-ray will weigh the scales 
heavily against them in the event of an action for damages. 
To neglect to do so is to go in the teeth of the advice fre- 
quently given by the medical defence societies. 

It would be in the interests of national economy and a 
good thing for medicine if practitioners could feel free to 
exercise their clinical judgment and use x-rays at their dis- 
cretion. I suggest, Sir, that the B.M.A. would be doing a 
service if it sought from the Ministry of Health an assur- 
ance that it would give its utmost support to a practi- 
tioner accused of negligence provided that he was able 
to show that he had exercised reasonable care and used his 
clinical judgment to decide that an x-ray was unnecessary 
(even though events showed him to be mistaken). 

It seems urgently necessary for our courts of law to be 
made aware of the limitations as well as the uses of x-rays. 
—I am, etc., 

Horley, Surrey. 


T. W. PRESTON. 


T-piece Anaesthetic Technique 

Sir,—I would like to make a few comments on Dr. John 
Bullough’s excellent paper (January 5, p. 28) entitled “A 
T-piece Technique for General Inhalational Anaesthesia.” 
As Dr. Bullough points out, the original T-piece technique 
was devised primarily for endotracheal anaesthesia in small 
children, and also for some intracranial operations. It is 
true that in my original paper an oxygen flow of only two 
litres a minute was recommended, but this was intended for 
very small and weakly infants, and subsequent experience 
caused me to modify the technique so that larger flows were 
employed. It is now my practice to administer nitrous oxide 
and oxygen in varying proportions through the T-piece with 
a total flow of four to six litres a minute. In cleft palate 
operations a flow of two litres of oxygen and two to four 
litres of nitrous oxide is usually combined with supplemen- 
tary ether, and this will maintain a light plane of surgical 
anaesthesia with quite small amounts of ether over a long 
period of time. During the latter part of the operation the 
ether is reduced, or discontinued, so that when the operation 
is ended the patient should have regained consciousness, and 
will usually cry or phonate immediately the endotracheal 
tube is removed. I believe this is the experience of most 
anaesthetists who use the T-piece method. 

In order to achieve the maximum success with the T-piece, two 
points are essential. First, the patient should be taken to the 
first or second plane of the third stage before the T-piece is 
connected, as it is essentially a method for maintaining a light 
plane of anaesthesia over a long period. Secondly,'a length of 
tubing should be attached to the distal portion of the T-piece 
so that a small reservoir is formed in which the gases can collect. 
The length varies from eight inches for a 3-months-old baby, up 
to 18 inches or more in the case of an adult undergoing an intra- 
cranial operation. If this tubing is omitted obviously more ether 
will be required to counteract the large volume of air admitted 
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through the open end of the T-piece. Carbon dioxide accumula- 
tion does not appear to occur in clinical practice, probably 
because the gaseous mixture in the tubing is continually washed 
out by the relatively high flow of four to six litres a minute. 


These comments are intended to clear up any misunder- 
standing which may have arisen concerning the original T- 
piece technique, and are in no way meant to detract from 
Dr. Bullough’s very interesting paper, which may well prove 
to be a most valuable addition to our standard methods of 
anaesthetic administration. 

In conclusion, | am surprised to read that Dr. Bullough 
considers. the fitting together of the T-piece and a small 
length of rubber tubing to be cumbersome or tedious. In 
my younger days I am afraid that, when visiting other clinics, 
I have sometimes been guilty of slipping the apparatus in 
my pocket, in case (like the lady who took her harp to the 
party) | should be asked to demonstrate its use.—I am, etcs; 


Newcastle-upon-Tyne. _PHILIP AYRE. 


\ A Forgotten Tourniquet 


Sir,—The fatal accident reported by your Medico-Legal 
Correspondent (January 26, p. 225) recalls to my mind a 
rule that should be universally adopted. For many years 
it was my privilege to admifister anaesthetics for most of 
the orthopaedic operations performed both in hospital and 
in private by my late friend Mr. R. C. Elmslie and, through 
that connexion, several other orthopaedic surgeons. In so 
doing I was early assigned and willingly accepted the duty 
of applying the tourniquet when, as frequently, such a pro- 
ceeding was required. From the first I adopted the very 
stringent rule that as I was the individual who applied the 
tourniquet I was the one person responsible for ensuring 
that it was not only loosened but entirely removed to a 
distance from the patient. I endured without complaint, 
and indeed with some satisfaction, the chaffing to which 
I was sometimes subjected for my fussiness in the matter. 
It-is with the rubber bandage type of tourniquet that its 
complete removal from the operating-table is particularly 
necessary, as otherwise the loosening of the lower turns 
of the bandage only, though apparently adequate, may still 
leave sufficient obstruction to the free circulation by the 
upper turns to have serious consequences. It should be 
an accepted rule that it is the duty of whoever puts on 
such a dangerous appliance. himself to remove it, or at least 
visually satisfy himself that it has been not only loosened 
but banished to a distance from the patient—I am, etc., 


Esher. C. F. HapDFIELD. 


Sir,—As long as the Esmarch rubber bandage is “ hidden 
by the theatre gown ... and by towels” (your Medico- 
Legal Correspondent, January 26, p. 225), for just so long 
will the risk of these nightmare tragedies of the forgotten 
tourniquet continue. The orthopaedic team must become 
as tourniquet-conscious as the abdominal team are swab- 
conscious. To this end, the routine adopted in the hospi- 
tals at which I work may be of interest. It is this: 

1. For lower limb operations, a long BEsmarch bandage is 
always used. Its free end is brought forward in a loose bight, 
and made fast with a clove hitch to one of the levers at the base 
of the table. It is felt that an attempt to drag the theatre table 
after the trolley of a departing patient would be a reminder. 

2. The time of putting on the tourniquet is chalked up on the 


theatre blackboard or slate. 

3. Before the patient leaves the table, the surgeon, his assistant, 
the theatre sister, and the anaesthetist must ask (or hear the 
answer to) the question, “* Tourniquet off ? ” 


—I am, etc., 


London, S.W.16. JoHN IvEs. 


Xylocaine 


Si,—Your annotation in praise of “ xylocaine ” (January 
26, p. 211) seeks to elevate this agent to the place of honour 
in epidural analgesia, and recommends a 1% or 2% solution 
for this purpose, alleging that the effects obtained with 
xylocaine are more certain than with other agents. 

« 


In a series of more than 400 cases in which epidural 
block was included in the anaesthetic technique for surgery 
below the diaphragm it has not been my experience that 
xylocaine was any. more certain than other analgesic agents 
in suitable concentrations. Failures can occur with any 
drug used, but they are usually referable to faulty technique 
Or equipment, and not to the drugs. Few would quarrel 
with the claim that xylocaine is swift in action; it is this 
speed of action which is often confused with greater certainty 
of effect. Other agents require up to 20 minutes to achieve 
a full epidural block. In the interval a surgical stimulus 
will elicit a response from the patient and unfavourable 
comments from the surgeon—an unhappy state of affairs 
that could have been avoided by inducing the block a little 
earlier. And so the anaesthetist who is behind schedule in 
an operating list will choose xylocaine rather than nuper- 
caine or amethocaine, knowing that the former will more 
certainly produce a quicker block. But this does not mean 
that the final effect is more certain. 

Furthermore, claims of ultra-long action (five hours or 
more) have not been substantiated, in my hands at any 
rate, when xylocaine is used in the epidural space. 
With concentrations of adrenaline between 1:250,000 and 
1:150,000 the duration of action of a 1.2% xylocaine 
solution has been between two and a half and three and a 
half hours. An equipotent solution of nupercaine (1:600) 
has the advantage of a longer duration of action over a 
period of three and a half to four and a half hours. 

Lastly, it is one of the virtues of the epidural technique 
that by it a differential spinal block is easily obtained, in 
which the more lightly insulated neural elements are blocked 
while the larger and more heavily myelinated motor nerves 
escape. Thus, while reflex flaccidity is achieved by inter- 
ruption of the afferent pathways, the final common motor 
pathway is intact and intercostal respiration unimpaired by 
sensory and sympathetic blocks of the entire thoracic region. 
Xylocaine in strengths of 1% to 1.2% will provide such a 
differential block. The 2% solution that you mention in 
your annotation will cause a full paralysis of all afferent and 
efferent pathways in the segmental distribution of the block, 
and in doing so vitiates one of the great advantages of the 
epidural technique.—I am, etc., 


Emsworth. P. R. BROMAGE. 


Trichlorethylene Analgesia in Labour 


Sir,—The opinion expressed by Mr. O’Donel Browne 
and others (December 29, 1951, p. 1556) and shared by 
your correspondent, Dr. O. LI. Lander (January 12, p. 108), 
on the portability of Minnitt’s gas-air apparatus was 
undoubtedly based on the original model, weighing 27 Ib. 
(12 kg.). I feel attention should be drawn to the fact that 
the current model weighs only 124 Ib. (5.6 kg.), complete 
with cylinder. and is approved by the Central’ Midwives 
Board.—I am, etc., 


London, W.1. : A. CHARLES KING. 


Male Infertility 


Sir,—My intention whén writing to you on the subject of 
male infertility (January 12, p. 106) was merely to point 
out to your readers, and especially to those who may be 
in charge of fertility clinics, that Roman Catholics, a con- 
siderable proportion of the population, experience serious 
difficulty when asked to supply a specimen of semen by 
the usual methods recommended. I am quite aware that 
the post-coital test is permissible on ethical grounds, but 
in my experience, in this country at least, this test is rarely 
mentioned to those seeking advice at fertility clinics. 
Furthermore, it is not quite as simple to perform as your 
correspondents would suggest. If it proves impossible to 
collect a specimen of semen by this method. then the only 
other method applicable to those who hold these principles 
is that of testicular biopsy. 

It was not my intention to prove to your readers that 
masturbation is in fact a perversion, but to point out that 
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Roman Catholics believe it to be so. I have no desire to 
use your columns for an ethical debate, but I would beg 
your indulgence to answer some of the points made by 
Dr. G. lL. M. Swyer (January 26, p. 218). 


It is not the principles and practice of Roman Catholic 
theology that are involved in discussing the problem of masturba- 
tion, but rather the conclusions which result, in the light of pure 
ethics, from a consideration of the natural law—i.e., the sum-total 
of all that our reason prescribes as necessary for the proper moral 
ordering of our lives. It would take up too much space to 
describe in detail the reasoning involved in determining the moral 
norm of the use of the sexual faculty, but any who are interested 
can consult textbooks of ethics written by abler pens than.mine. 
Briefly, then, I would reiterate firmly that masturbation is a per- 
version of the sexual faculty, and its use is gravely sinful and 
not permissible under any circumstances. The questions of 
whether masturbation is used for the purpose of investigating 
fertility or whether or not pleasure is obtained by its use are 
quite beside the point. If the action is wrong the presence or 
absence of pleasure does not affect the issue. 

I can assure Dr. Sawyer that no Catholic priest can sanction 
masturbation—no more.than any bishop, archbishop, or even the 
Pope can alter the rulings laid down by considerations of the 
natural law. 


I feel that I need hardly discuss Dr. Swyer’s argument 
whereby he seeks to throw doubt upon the perversity of 
masturbation by pointing out, on eminent authority, that 
it is frequently indulged in by human males and monkeys. 
Come, Dr. Swyer, are the Ten Commandments or the laws 
of the land invalid because they are broken every day ? 
Finally, Sir, 1 would apologize for the very brief and incom- 
plete exposition of the ethical principles involved, but would 
repeat that those interested will find abundant literature on 
the subject.—I am, etc., 

Manchester. F. N. VALDEZ. 


Interesting Tumour of the Palate 


Sirn—Simple tumours such as adenoma, fibroma, 
papilloma, and dermoid cyst are rare and only occa- 
sionally seen. 


The patient was a woman aged 41 years with a four-years 
history of a small lump appearing in the hard palate region on 
the left side and gradually increasing in size. It was 1 in. by 4 in. 
(2.5 by 1.25 cm.), ovoid, edge well defined, and consistence hard. 
It was attached to the mucous membrane by a short stalk. There 
were no other lumps present and no enlarged glands. 

As it appeared benign and causing an ill-fitting denture it was 
decided we should remove it and send a section for pathological 
report. The patient was lightly anaesthetized and removal 
attempted with a scalpel, but the stalk proved too hard. How- 
ever, a diathermy needle was used and the lump removed. 
Haemostasis was secured and the stump touched up with carbo- 
lized resin. The patient has had no further trouble. 

Pathological Repurt.—Appearance, an oval hard mass 2 cm. in 
greatest width; incision shows a dense fibrous stroma. Sections 
show a purple submucosal fibroma with zones of calcification 
and occasional collections of chronic inflammatory cells. The 
appearances suggest a response to chronic irritation. 

Since such simple tumours are rare we presume that this 
one was the result of chronic irritation over years, and it 
was large enough to cause trouble, hence removal was 
needed and was a complete success.—We are, etc., 


A. T. H. GLANVILL. 
Honiton. B. MARTYR. 


Treatment of Tuberculous Meningitis 

Sir,—After reading the article by Dr. S. Russell Jamieson 
(January 12, p. 83) on his cases of tuberculous meningitis 
I would like to make the following observations, as I cannot 
agree with his dosage of streptomycin, criteria for continued 
bed-rest, or the relation of Biz and increase in weight in 
these cases. 

The daily injections of streptomycin both intramuscularly and 
intrathecally for six months continuously may give the impression 
that this is a generally accepted scheme of dosage and in my 
opinion may lead to umnecessary over-treatment It is well 
known that even to-day there is no general agreement on the 


optimum dosage for these patients, owing to the difficulty in find- 
ing an adequate dose to cure the patient without producing toxic 
effects which may be avoidable: the tragedy of curing a patient 
yet leaving him stone deaf is only too common. Combined with 
this is our lack of knowledge about the development of drug 
resistance, although experience has shown that treatment is usually 
still effective long after resistance may have been expected to 
have developed. 

I wish to emphasize that whatever principle of treatment is 
adopted the intensity and length of treatment are mainly deter- 
mined by the response of the patient and not by an arbitrary dose 
decided on beforehand. Most authorities agree that an intensive 
course of daily injections is required until the patient shows a 
satisfactory response. This may occur at any time, often between 
the eighth and tenth week. After this has occurred a rest from 
daily intrathecal injections is both desirable, from the point of 
view of the patient, and quite safe, as the patient is under the 
closest observation should a relapse occur. It is again the 
patient’s progress which determines the length of subsequent treat- 
ment, and, although most schemes employ daily or alternate daily 
injections with varying rest periods, it is of interest that recent 
views in this country and America suggest that twice-weekly 
injections may be just as effective as daily ones. Twice-weekly 
injections have indeed been used with satisfactory results on 
patients who have responded to the conventional daily dosage. It 
may well be the answer in avoiding the neurotoxic effects of 
streptomycin in the future. 

It is well recognized that the protein content of the cerebrospinal 
fluid may remain raised for very many months, and, provided 
progress is otherwise satisfactory, it does not seem justified to 
keep the patient completely in bed until the C.S.F. is normal in 
this respect, though obviously the closest observation is required 
until this occurs. i 


I do not feel that Dr. Jamieson has made a convincing 
case for the association of vitamin By with gain in weight 
in these patients, as a steady increase in weight occurs 
anyway when the patient is responding to treatment, and 
in the later stages is probably the most importaat guide 
to satisfactory progress.—I am, etc., 

Northampton. C. J. ZERNY. 


Technique of Shock Therapy 


Sir,—Dr. D. T. Maclay mentioned Dr. A. Stephen and 
myself in his letter about the technique of shock therapy 
(December 15, 1951, p. 1464); Dr. J. L. Esplen (January 12, 
p. 109) suggests that this technique may be improved by 
the use of thiopentone. In view of these letters, and the 
association of my name with the first, I should like to set out 
some facts and express a few opinions about electroplexy 
modified by curare and .other drugs (“flaxedil.” deca- 
methonium iodide, and “celocurin™). I hope shortly to 
write of this subject in a paper, the material for which has 
been collected for the past six years; in the meantime I 
should be sorry to see the defence of a valuable method 
neglected for want of a letter. 


My colleagues and I have given doses of curare of between 
5 and 15 mg. to the conscious premedicated patient on over 
6,000 occasions. The premedication in use for the past two years 
has been hyoscine 1/200 gr. (0.3 mg.) and atropine 1/200 gr., given 
together. The incidence of breathlessness sufficient to cause com- 
plaint has been very low; it occurs sufficiently rarely to cause 
comment among the staff when it does happen. Other complaints 
of fears of various kinds are certainly not uncommon, but these 
are associated with any method of treatment, and do not bear 
any relation to the giving of a particular drug or injection. The 
patients who are most afraid are those suffering from obsessional 
and phobic disorders; a knowledge of the psychopathology of 
these diseases would seem readily to explain the frequency with 
which fear is a symptom in such cases. Some patients suffering 
from schizophrenia are also more apt to be frightened than the 
average patient. Melancholia is perhaps more commonly treated 
by electroplexy than are other diseases; in the straightforward 
case of melancholia it is our experience that complaint of breath- 
lessness does not arise. However, endogenous depressive illness, 
occurring earlier in life, may show different characteristics. In 
the case of a Pole who. owing to his marked muscular develop- 
ment, received 15 mg. of curare, there was a severe reaction. He 
became panic-stricken—partly no doubt on account of the 
language difficulty—and a struggle ensued, in which he became 
cyanosed. This case was, however, exceptional in many ways, not 
the least in the size of the dose of curare. 
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It is not possible in the space of a letter to go into the reasons 
which prompt a psychiatrist to use curare, but it is pertinent to 
remark that in its use by us no deaths have occurred (though 
some patients were gravely ill physically and mentally) and only 
two known fractures were sustained (both crush fractures)—the 
circumstances under which they occurred being again quite 
exceptional. If the aim of treatment is to safeguard the skeletal 
system and yet give adequate treatment by electroplexy, then 
curare with premedication has seemed to myself and my 
colleagues to be adequate for more than three-quarters of our 
cases, Several hundred cases during this time have received 
thiopentone or other form of anaesthesia, but it seems inescapable 
that there is then an added risk, and there is certainly a greater 
expenditure of time by both nurses and doctors. In my view 
there is no doubt at all that thiopentone increases the danger of 
laryngeal spasm, particularly if it is not given in sufficiently large 
doses. It seems that the nervous patient is the one particularly 
likely to show vagal over-activity, especially after the onset of 
unconsciousness, when large-scale sympathetic over-stimulation 
due to fear probably comes to an abrupt end. 

I would add that a distressed patient can very often be 
reassured effectively by being given between three and nine 
grains of sodium amytal by mouth at about the same time as 
the premedication is given by injection. So far as I know, 
this barbiturate given by mouth has no influence in pro- 
ducing untoward symptoms and may probably prevent them 
by inducing greater relaxation and calmness. 

May I make a plea that electroplexy should not be called 
shock therapy ? This is a most misleading term.—I am, etc., 

London, W.1. E. BERESFORD DAVIEs. 


Sir,—The letters of Dr. D. T. Maclay (December 15, 
1951, p. 1464) and of Dr. J. R. Esplen (January 12, p. 109) 
lead me to anticipate what was to have been the subject 
of a lafer communication. 

It appears desirable. on behalf of the patients about to be 
treated by electrotherapeutic techniques, to bring to wider 
notice the existence of new short-acting muscle relexants 
which in my view so alter the principles of treatment 
that “straight” E.C.T. may be considered to be outmoded. 
I refer to the drugs described by Ottolenghi, Thesleff, 
Von Dardel, and Scurr which produce satisfactory relaxa- 
tion for a minute or two and are therefore specially suit- 
able for the purpose. By the kind action of the manu- 
facturers experimental quantities of succimethonium iodide 
have been made available and have been found so valu- 
able that uncomplicated cases can be treated as out-patients 
in about the tifme taken by straight E.C.T., with all the 
efficiency and muscle control of previous long-acting 
relaxants. It has been found possible to do away with 
the pre- and post-treatment atropine and oxygenation, and, 
since very much less than. the usual dose of intravenous 
barbiturate (miscible with the relaxant, provided the mix- 
ture is used immediately) is necessary to cover the prodromal 
symptoms, the patient is awake within two or three minutes 
and movable within a few more. The net result is com- 
plete elimination of all the possible skeletal troubles, anxiety, 
restlessness, noise, and furor. Naturally it is early days yet 
to produce a statistically accurate, analysed statement, but, 
in the interest of patients everywhere, I will of course be 
happy to send details of the technique so far elaborated 
to anybody interested. 

Incidentally, Dr. Maclay’s letter gives a false impression 
of the frequency of bone fractures and other strains occur- 
ring in straight E.C.T.; with proper technique and reliable 
apparatus, accidents of this kind are almost unknown to-day. 

I would add that T have been assisted very greatly in widening 
the field for these trials by the kind co-operation of Dr. E. B. 
Strauss, my chief, and Drs. D. O. Macaulay and J. Gould, my 
colleagues, in the Department of Psychological Medicine, 
St. Bartholomew’s Hospital, Dr. J. F. Perredes, of the Lowestoft 
and North Suffolk Hospital, Dr. A. H. L. Baker, and others. 


—I am, etc., 


London, W.1. Louis ROsE. 
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Gastro-duodenal Perforations 


Sm,—The recent observations (see January 19, p. 164) on 
the subject of gastro-duodenal perforations are timely and 
of great interest. The following case gives some of the 
points that confront a surgeon in treatment. 


A man aged 73 started suffering from peptic ulcer dyspepsia, 
with pains in epigastric area after meals (4-1 hour), relieved by 
powders; had constipation and reported attacks of vomiting 
food in January, 1950, when he was diagnosed as gastric ulcer 
and treated by medical means. His pains were controlled, but 
vomiting tended © increase in severity and frequency. No loss 
of weight and appetite good. In January, 1951, he perforated 
his ulcer, and was admitted into hospital, where the surgeon 
sutured a “perforated gastric ulcer.” Further progress was 
satisfactory and he was discharged in February. 

From February to December, 1951, the patient was free 
from all symptoms, gained weight, had a good appetite, and was 
well on his way to what he termed “ complete recovery.”’ During 
Christmas, however, his symptoms reappeared suddenly, with 
severe pains, vomiting, and loss of appetite. Investigations 
revealed a neoplasm of stomach. On January 8, 1952, laparotomy 
revealed an inoperable carcinoma of stomach covering the site 
of previous suture. 

Thus, (i) The incidence of ulcer-perforation rises in the older age 
groups, and it is in these groups that carcinoma usually occurs. 
(ii) Perforation of gastric carcinoma is not very uncommon, the 
polypoidal and ulcerative type being particularly known for this 
complication. (iii) At the time of closure oedema and inflam- 
matory exudate sometimes make it impossible to say if the ulcer 
is benign or-malignant, and its exact site (viz., duodenum or 
pylorus) cannot be determined. (iv) About 5% of benign peptic 
ulcers which perforate and are sutured undergo a malignant 
change: this transformation is seen in the elderly group and is 
fairly rapid. (v) Biopsy in a doubtful case of perforation is not 
a routine procedure: even if it were carried out, the result may 
not be very conclusive in all cases. (vi) It would be interesting 
to work out the percentage of gastric carcinomata that first 
declare themselves as a perforation. (vii) Do any of these prob- 
lems make the claim for partial gastrectomy at the time of 
first operation (provided the patient is in a fairly good condition), 
or, as in gastro-duodenal haemorrhage, at a later date, any 
stronger ? (viii) It can be deduced that all patients past middle 
age who have a perforation sutured should be kept under con- 
stant observation, failing which a subtotal gastrectomy should be 
carried out a month after the suture. (ix) The conservative regime, 
in this elderly group, carries an obvious risk. (x) Is the mortality 
rate of partial gastrectomy in cases of gastro-duodenal haemor- 
rhage (under “ selective surgical ‘ intervention ’’’) any lower than 
that of a similar procedure in suitable cases of perforation ? 


—I am, etc., 
Orsett Hospital, Essex. 


M. ISMET-ANWAR. 


Nomenclature of Diseases and Operations 


Sm.—A leading article in the Journal of the American 
Medical Association for December 8. 1951, deals with a 
new edition of Standard Nomenclature of Diseases and 
Operations and its relation to the International Statistical 
Classification of Diseases, Injuries, and Causes of Death. 
It points out that the two are by no means interchangeable: 
“The Standard system, as a clinical system, is necessary 
for the proper separation of individual differences in diseases. 
for reading and research purposes,” whereas “the Inter- 
national system applies mainly to much broader disease 
groupings for statistical purposes.” 

This difference has been emphasized since the Inter- 
national classification was adopted in my own H.M.C. 
area under the N.H.S. and has replaced the M.R. Classifi- 
cation I formerly used. 

As the J. Amer. med. Ass. suggests, I find the new 
classification unsatisfactory for a number of purposes in. 
which I am interested. It suggests that the World Medi- 
cal Association might appropriately consider a combined. 
clinical and statistical system, and perhaps you could bring 
your influence to bear on this if, as 1 think will prove the 
case. widespread adoption of the International classifica~ 
tion is unsatisfactory for clinical purposes.—I am, etc., 


W. A. Bourne. 


Hove. 
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W. S. HAUGHTON, M.D., M.Ch. 


Professor W. S. Haughton, who died at his home. in 
Dublin on October 12, 1951, will be missed not only 
within the medical profession, but also by a large 
collection of friends in sporting and musical circles. 

William Steele Haughton was born in Dublin on 
September 26, 1869, the youngest son of Samuel 
Haughton, M.D., D.C.L(Oxon), a Senior Fellow of 
Trinity College, Dublin, and a distinguished mathe- 
matician, geologist, and theologian. He was nurtured 
in the bosom of science and medicine, and was closely 
associated with Dublin University all his life. His 
formal education was undertaken at the Abbey School, 
Tipperary, and Portora Royal School. His early years 
at Trinity College, Dublin, were devoted to the study of 
experimental science, for which he gained a gold medal 
on graduation. When he graduated in medicine in 1894, 
he remained for five years as chief demonstrator in 
anatomy with Professor D. J. Cunningham. Within a 
matter of weeks of R6ntgen reporting his discovery of 
x rays (1895) Haughton was operating a most primitive 
and fearsome tube and producing films which compare 
well with those taken to-day. No doubt his skill as an 
amateur photographer was of great assistance here. He 
was thus the pioneer of x rays in Ireland, and was 
honoured as president of the Radiological Society of 
Ireland fronyr its foundation. 

Haughton shared his father’s interest in “ animal 
mechanics,” and this, enhanced by his personal back- 
ground of experimental science, anatomy, and radiology, 
made bone and joint surgery his natural goal. His 
publications in the Transactions of the Academy of 
Medicine in Ireland indicate his early interests : they 
include “ Mechanical Structure of Bone demonstrated 
by RGntgen Stereoscopy ” (1901) and “ The Healing of 
Wounds : Aseptic versus Antiseptic Methods” (1904). 
At the turn of the century he visited Kocher in Berne 
to study his aseptic technique, and at home he came 
under the influence of Swan, the pioneer who founded 


the orthopaedic hospital for children in Merrion Street.: 


He was appointed an honorary surgeon to Sir Patrick 
Dun’s Hospital in 1895, but resigned to undertake 
similar work at Dr. Steevens’s Hospital in 1899. During 
the 1914-18 war he held the rank of major in the 
R.A.M.C., and worked in close co-operation with Sir 
Robert Jones, chiefly at the military hospital in Black- 
rock. During the second world war he continued at the 
orthopaedic hospital for children—working without his 
usual assistants, who were away on war service—and 
he carried through the task of removing the hospital 
from Merrion Street to more suitable premises in 
Clontarf. 

At work Haughton was a painstaking surgeon, 
giving endless attention to detail, a rigid disciplin- 
arian in theatre and wards, and yet held in affectionate 
esteem by patients and staff alike. From his earliest 
days he kept himself fit for surgery by regular devotion 
to outdoor pursuits. At college he was a keen oar and 
a skilled yachtsman. He was steeped in the lore of 
nature. Wildfowling and fishing of all kinds were his 
constant recreations. Sportsmanship was for him a 
struggle against a harsh opponent—Nature—in the form 


either of a rough sea or a sagacious wild animal, and 
the fun was to overcome Nature by planning ahead to 
cope with every possible emergency. He was a born 
teacher and gifted with a clear and emphatic exposition. 
He revelled in instructing both young and old, be it in 
the handling of a Thomas’s wrench, a fishing-line, or 
a tiller, and the same thoroughness was given to each 
subject. The only pity is that he was not given to 
recording the results of his half-century of clinical ex- 
perience in the form of scientific articles. This is an 
omission which perhaps his pupils may make good. 
Haughton was a Fellow of the British Orthopaedic 
Association and an honorary member of the Inter- 
national Society of Orthopaedic Surgeons. His work 
was recognized by his own university in 1923, when he 
was made honorary professor of orthopaedic surgery, 
and in 1936 he was granted the degree of M.Ch. 

An ardent musician, he was possessed of a rich and 
powerful tenor voice. Frequently he was called upon 
to organize the musical programmes at college and pro- 
fessional functions, as, for example, during the Trinity 
Tercentenary Celebrations. As a lifelong friend of Dr. 
Marchant, the organist at St. Patrick’s Cathedral, he was 
in close touch with all the musical activities there,.and 
in leisure moments he was often in demand himself for 
a solo at medical dinners. 

In 1909 he married Jane Eliza, daughter of the Very 
Reverend John Halahan, Dean of Ross, and a great 
granddaughter of Dr. John Halahan, a founder of the 
Royal College of Surgeons in Ireland. He is survived by 
his widow, a daughter, and a son. . 


SIR RALPH BIGNELL AINSWORTH, C.B., D.S.O.,. 
O.B.E., M.R.C.S. 
(Major-General, A.M.S., ret.) 


Major-General Ralph Ainsworth, formerly commandant 
and director of studies at the Royal Army Medical 
College, died in London on January. 27, aged 76. 

Ralph Bignell Ainsworth was the second son of the 
late Captain W. Ainsworth, of Lancashire. He was. 
educated at St. Paul’s School and St. George’s Hospital,. 
qualifying in 1899. In the following year he was com- 
missioned in the Royal Navy as a surgeon, but he 
transferred to the R.A.M.C. in 1902. He was always 
keenly interested in hygiene and took the D.P.H. in 
1907. While in India he served as special sanitary officer 
to the 6th Division (Poona). He was promoted captain. 
in 1906, major in 1914. brevet lieutenant-colonel in 1919, 
lieutenant-colonel in 1924, colonel in 1930, and major- 
general in 1932. Throughout the first world war he 
served in France, and in 1919 he was in Russia for @ 
few months. Three times mentioned in dispatches, he 
was awarded the D.S.O. in 1916, and, by the French. 
Government, the Médaille des Epidémies. In 1923 he 
was appointed O.B.E. After a period of service in. 
Egypt he returned to London as professor of hygiene at 
the Royal.Army Medical College in 1928, and two years. 
later he was made commandant and director of studies 
there, a post which he retained until his retirement in 
1935, when he was appointed C.B. He then became 
director of medical services of the Joint War Organiza-. 
tion of the British Red Cross Society and Order of St. 
John. His work during the second world war in this. 
position was of the highest importance, and he was. 
knighted for his services in 1946. 

Ainsworth was a delightful personality, with great 
charm of manner and invariable cheerfulness. He: 
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brought to all he undertook a very high sense of duty, 
and he was devoted to his Corps, which he served so 
long and faithfully. In 1903 he married Florence Gipsy, 
only daughter of Imre Kiralfy, of New York. The 
sympathy of his many friends and admirers will go out 
to Lady Ainsworth and his two daughters in their great 
loss. 





Dr. A. Macsetn, of Owston Ferry, near Doncaster, died 
in Glasgow on December 10, 1951. Archibald Macbeth 
was born in Carradale, Kintyre, Argyllshire, on October 9, 
1899. He was educated at New Cumnock School, Ayrshire, 
and was dux of his school ; after winning a scholarship he 
passed on to Whitehall Schvol, Glasgow, and remained 
there until 1917. He then joined up as a combatant at the 
age of 17. He was badly gassed in France when only 17} 
years old, and was demobilized in 1919, when he became a 
medical student at Glasgow University, where he won 
several medals and prizes in both clinical medicine and 
clinical surgery. After graduating M.B., Ch.B. in 1924 he 
held one or two resident posts at the Royal Infirmary, 
Glasgow, and then became assistant to Dr. James Craig 
in Glasgow. He married Dr. Craig’s daughter, Eileen 
Gillespie, she also being a medical graduate. Some time 
later Dr. Macbeth bought his own practice at King’s Park, 
* Glasgow, and remained there until 1933. After selling this 
practice he bought his last practice at Owston Ferry, and 
remained there up to the time of his illness. This latter 
practice was a large rural one and required much hard work. 
His services were always given unstintingly and he was 
extremely popular with his patients. He was indeed a very 
sound general practitioner and one who always put his 
patients first. He was of a quiet, retiring dispusition, but 
he was always a regular attender at meetings and lectures 
of the local Branch of the B.M.A. “Mac” had a very 
happy family life. He is survived by his widow, two 
daughters, and a son, to whom the deepest sympathy is 
extended.—W. H. B. 


Dr. Joun IspaLe Greic, who was for 40 years in general 
practice in Kirkcaldy, died on January 6, aged 69. Before 
studying medicine at Glasgow University, where he gradu- 
ated M.B., Ch.B. in 1905, he had taken the degrees of M.A. 
and B.Sc. After qualification he held the appointments of 
house-surgeon and house-physician at the Victoria Infirmary, 
Glasgow. He came to Kirkcaldy in 1911, where he re- 
mained for the rest of his life. As well as practising there 
he took an important part in local medical affairs, being 
honorary secretary of Kirkcaldy panel committee for 36 
years, president of the Fife Branch of the B.M.A. from 
1928 to 1929, and chairman of the hospital management 
committee of the East Fife group for a short time. He was 
also medical superintendent of the Hunter Hospital in 
Kirkcaldy. His ceaseless and untiring energy in his work 
won him many friends among the medical profession. 
During the first world war he served in the R.A.M.C. and 
was appointed M.B.E. for service in Africa. Dr. Greig 
was a keen sportsman, and was at one time president both of 
the Raith and Abbotshall Curling Club and of the Kirkcaldy 
Rugby Club. He is survived by his widow and three chil- 
dren. His son is a physician in Stornaway, and his younger 
daughter is also a doctor, and in fact assisted her father 
latterly in his practice. 


In the obituary notice of Dr. Georce LEstocK THORNTON 
(January 12, p. 110) mention has been made of his many 
years of distinguished service with the Ministry of Pensions. 
May one who knew him through those years express in 
some measure the affection and respect.in which he was 
held by all his colleagues ? Thornton was of the.old school, 
distinguished in looks, courtly in bearing, gracious in 
manner. To him you were always a welcome and 


honoured guest, a valued friend. Should it be your lot 


to disagree with him, he listened attentively, considered 
courteously your arguments, and with benign charm 
acceded here and dissented there. But rarely, if ever, 
did anyone convince him he was not right, and, whilst 
duly submissive to authority, none knew better than he 
how and when to go his own way. And rightly so, for 
the guiding purpuses of his life had a broad charity and 
vision surpassing regulations. A most lovable man, distin- 
guished in intellect as in heart, bearing good will towards 
all men, meeting good fortune with modesty and ill with 
tranquil courage, he was one whom to meet was memor- 
able and whose friendship was precious.—A. S. 


Dr. J. A. S. Purvis, anaesthetist to the National Temper- 
ance Hospital and Samaritan Hospital for Women. died in 
London on January 19, aged 53. John Allen Spottiswoode 
Purvis was educated at Rugby School and went into the 
Army via the Royal Military Academy, Woolwich. During 
the first world war he served in France in the Royal Artillery 
and lost his right leg as a result of a wound received in 
1918. He then took up the study of medicine, and gradu- 
ated M.B., B.Ch. at Queen’s University in 1925. Deciding 
to specialize in anaesthetics, he eventually became anaes- 
thetist to the Samaritan Hospital for Women, the National 
Temperance Hospital, the West End Hospital for Nervous 
Diseases, and the Western Ophthalmic Hospital. At the 
time of his death he still held appointments at the first two 
of these hospitals. Those whose privilege it was to have 
his help in their work will miss his regular attendance, unless 
ill-health prevented, the care, skill, and good judgment 
which he brought to his duties, his consideration for his 
patients, and the feeling of support and co-vperation which 
he gave to the surgeons. He made up for the loss of his 
leg by his interest in his garden, at his riverside residence, 
and in his car, which it was his pleasure to service. It 
was also his pleasure to entertain his friends on the river. 
His kindly, steadfast, and generous personality will be sadly 
missed, perhaps not least by hospital residents, to some of 
the less reverent of whom he was known as “ Uncle John,” 
and so-called to his face by a few. The sympathy of his 
many friends and colleagues goes out to his widow, Mrs. 
Barbara Purvis.—R. A. K. 


The death occurred at Paignton on January 19 of Dr. 
JOHN PRINCE STALLARD in his 95th year. He was the son of 
Josiah and Susannah Stallard, of Worcester, and was 
educated at Rossall School and Edinburgh University, 
where he graduated M.B., C.M., in 1881. He proceeded 
M.D. in 1896. He was in general practice for many years 
near the centre of Manchester, and in addition held several 
hospital pvusts, including those of anaesthetist to the 
Victoria Dental Hospital, honorary surgeon at the Hulme 
Dispensary, and honorary physician to children at the 
Southern Hospital before and after its amalgamation with 
St. Mary’s Hospital, where in his later years he took part 
in the obstetric practice. He published a number of papers 
on local and general anaesthesia, including one entitled 
“Removal of Haemorrhoids Rendered Painless by Injec- 
tion of Cocaine” in this Journal in 1886. He retired in 
1914 and went to live in the south-west of England. At 
the time of his death he had been a member of the British 
Medical Association for 70 years. He is survived by his 
second wife and by two sons, both doctors, one of whom 
has retired from practice. 





The Services 








Surgeon Captains M. Brown and J. H. B. Crosbie, R.N., have 
been appointed Honorary Physicians to the King. 

Air Commodores F. E. Lipscomb and R. H. Stanbridge, O.B.E., 
R.A.F., have been appointed Honorary Physicians to the King in 
succession to Air Commodores C. T. O'Neill, O.B.E., and A. 
Briscoe; C.B.E., R.A.F., respectively, who have vacated. the 
appointments on retirement from the R.A.F. 
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ECONOMICS AND THE HEALTH SERVICE 


THE NEW CHARGES 


Mr. R. A. BUTLER, on January 30, moved that the House 
agree that measures should be urgently taken in all matters 
where action would benefit the overseas balance and the 
strength of sterling. He said he had made a full statement 
on the subject on the previous day and did not propose to 
speak again. : 

Mr. H. GAITSKELL examined the statement referred to 
by Mr. Butler critically. Touching on the cuts proposed 
in the Health Service, Mr. Gaitskell observed that he did 
not think there had been serious reactions to the charges 
previously imposed, which had left its cost at £400m. In 
making those charges the late Government was not attacking 
sick people. The Chancellor in his present proposals was 
discouraging people from going to the dentist to save their 
teeth. It was difficult to explain how there could be any 
saving if the dentists were to do -the same work on the 
children. It was true that the Labour Government had 
proposed a charge of Is. on each prescription, but that had 
been dropped largely through the administrative difficulty of 
levying the charge while old-age pensioners were exempted. 
That was the reason why the present Government was not 
exempting old-age pensioners. The charge was now to be 
levied on people who were sick and might find themselves 
in a state of great hardship. For such reasons the Labour 
Party would fight Mr. Butler’s proposals. : 

Mr. P. THORNEYCROFT pointed out that the Labour Party 
had put a ceiling on the Health Service and that Sir Stafford 
Cripps had said that Parliament could not go on expanding 
one service after another but must absorb increases within 
a fixed total. 

Mr. CLEMENT Davies asked whether Mr. Butler really 
thought that, when there was sickness in any house and 
prescriptions had to be written out, that was the moment 
for imposing charges, when there was probably less money 
available and more anxiety. He asked whether the charge 
was to be made on the first prescription or on every time 
the same prescription was used. To his mind this was the 
first retrograde step taken since the first national health ser- 
vice had been introduced in 1911. He suggested that 
Mr. Butler should look into the administration of the 
National Health Service in his endeavour to save £20m. 
Mr. Davies said he would be surprised if cutting out waste 
and extravagance did not save more than the £20m. envisaged 
by the Chancellor and produce a more satisfactory service. 

Mr. A. BLENKINSOP said the Labour Party, when in office, 
had recognized the need to hold back hospital development 
because of the demands upon capital resources as a whole. 
Last year some of the unfortunate cuts which the Labour 
Government had to make in the health service had been 
more than balanced by increases in other parts. The charges 
in the ophthalmic service gave an opportunity for develop- 
ing a service based on specialist investigation and advice 
such as was originally intended in the Health Service Act. 
He remarked that the proposal for a charge on dental treat- 
ments was a serious blow at an essential part of the preser- 
vation of the health of the people. [Even if it were possible 
to.increase the attention given to children’s teeth a good 
deal of that attention would be wasted unless it was main- 
tained at a later age. 

In dealing with appliances the. Labour Party had provided 
that such aids as surgical belts, hearing-aids, and so forth, 
were to be issued on the basis of a medical check by 
specialists. That was now apparently-to be scrapped and 


a’ heavy charge imposed. He asked what was to be done 
to ensure that the war-disabled would continue to get free 
help of this character, as they had before the introduction 
It was perfectly clear from the esti- 


of the health service. 





mates made by Mr. Butler of the yield from these charges 
that there must be many other charges which, so far, had 
not been mentioned. 


The Doctor’s Fee 


The prescription charge had been proposed to correct 
the abuse which was apparent in the provision of drugs 
and medicines. There was still abuse in that field, but it 
had become clear to the Labour Party that it would be 
impossible to 4pply the charge, without hardships, to a vast 
number of people. It might deter a small minority who 
abused the service, but at the expense of a vast number 
who did not abuse it. The charge would make it more 
difficult for a doctor to see patients at the time when he 
desired them for an early diagnosis. What was needed was 
to make it easier for the doctor to give an honest judgment 
on needs, and that involved revision of the method of pay- 
ments to medical practitioners. He was glad that discus- 
sions on that subject were being held, and he hoped these 
would establish a system of payment which would enable 
medical practitioners to give an honest judgment upon the 
medical needs of their patients. He noted the absence of 
any indication of concessions to the chronic sick—diabetics, 
and so on. 

Sir IAN Fraser said he was certain that free medicine 
and fee treatment had always been a fundamental mistake. 

The debate was resumed on January 31. 


Purpose of Labour’s Charges 


Mr. C. R. AtTTLee then moved an Amendment to 
Mr. Butler’s Motion, expressing disapproval of a tax 
on the social services and the other measures, many of 
which were irrelevant, unnecessary, and unfair. He said 
that when the Labour Government took action on the health 
service it desired to spend more on hospitals and less and 
less on other things, and the question then was not one 
of raising revenue but of restraining abuse and of getting a 
balance. The cuts now proposed were entirely different, 
deterring people from going regularly to the dentist. 

Mr. ANEURIN BEVAN asked why the Conservative Party 
was trying to undermine the National Health Service: They 
had fought it, and now they were trying to destray it. The 
National Health Service was crippled not only by the direct 
charges but by being unable to raise the ceiling of expendi- 
ture while the cost of living was going up. Therefore the 
country got more and more overheads, with less and less 
service to the patients. All the apparatus would be kept, 
but would be used less and less. The House should remem- 
ber that large numbers of children were treated in the general 
dental service. It had always been the intention that the 
general health service should absorb the school dental ser- 
vice, because the general health service was more competent. 


Hardship Among Workers 


Mr. WILLIAM BLyYTON asked whether the miner was to pay 
for any surgical appliances which he needed as a result of 
an accident in his employment. The. National Insurance 
(Industrial Injuries) Act made provision whereby the Minis- 
ter could provide for surgical appliances out of a fund under 
the Act. Those powers had not been used because of the 
operation of the National Health Service Act. Was the 
House to understand, now that the Chancellor intended 
to cut benefits under the National Health Service Act, that 
men and women in industry who needed medical appliances 
would receive them free under the Industrial Injuries Act ? 

Mr. James Grirrtrus said he understood that pensioners, 
men who were on sickness benefit, and men who had com- 
pensation would have to pay the prescription charge. So 
presumably would the man who was suffering from pneumo- 
coniosis who went to the doctor for a prescription to help 
him over the first two or three hours every morning when 
he struggled for life. The Government was now discarding 
its pledges. 

Mr. H. F. C. CrooxsHank closed the debate. He said 
that by putting on charges in the Health Service Parliament 
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would in fact get a better-balanced scheme. If it happened 
to be cheaper it was not necessarily bad on that account. 
boi the Government was doing was to get the priorities 
ight. 

Mr. Attlee’s Amendment was rejected by 309 to 278, and 
Mr. Butler’s Motion was carried by 306 to 275. 

On February 1 Mr. H. F. C. CROOKSHANK introduced the 
National Health Service Bill, which was formally read a 
_ first time. (See Supplement, p. 47, for details of the Bill.) 





HEALTH AND NUTRITION 


NEED FOR BETTER FOOD 

Lord Douctas OF BarLocu in the House of Lords on 
January 29 called attention to the incidence of illness and 
disability, and stressed the need for preventive measures, 
such as building up resistance by better nourishment. He 
spoke of the investigation made by the Pioneer Health 
Centre_at Peckham before the war, which showed that out 
of 1,000 families only 10% showed no sign of bodily dis- 
order, although 60 to 70% considered themselves to be well. 
This indicated that a National Health Service which pro- 
ceeded on the principle of treating disease in those who 
sought medical attention would never raise the health of 
the people to a reasonably high level. His view was that 
unsuitable and insufficient diet was the main cause of sick- 
mess to-day. It was difficult to exaggerate the cumulative 
effects of chemical manipulation of foodstuffs, their con- 
tamination in handling, their poor quality, the abstraction 
from food of valuable nutritive elements, and the lack of 
balance in the diet of most of the population. 

Lord Cuor.ey said that the greatest contribution to pofi- 
tive health in the last few years has been the discovery of 
vitamins, but doctors were warned that these tablets were 
too expensive and that something cheaper must be pre- 
scribed. In a recent issue of the British Medical Journal 
there was an interesting article on the ordinary bottle of 
medicine. It was calculated that the nation spent £54m. a 
year on bottles of medicine which were of no value. If 
this sum were spent on vitamin tablets it would make a 
great deal of difference to the health of the community. 

Agenized Bread 

Lord Croriey referred to the use of agene in bread, and 
said that many. people, including Sir Edward Mellanby, 
thought this a dangerous addition. 

Lord Horper remarked that people were living longer 
and children were taller, heavier, and sturdier. The nation 
could not go on living longer and at the same time be faced 
with more sickness disability. What happened to the chil- 
dren was a.good criterion. There was no evidence at 
present that the use of chemicals in food was a factor in 
the increased incidence of cancer, and he was satisfied that 
they could not trace to the use of agene any nervous com- 
plaint now prevalent. 

Lord Semptt said that Dr. Badenoch, of Edinburgh, and 
Dr. Coghlan, of Hull, had shown the evils of the ageniza- 
tion of fleur. Dr. Coghlan had shown that since agene 
was introduced into flour in 1921 deaths from heart disease 
had risen rapidly and were still rising. 


Healthier Children 


Lord Hapen-Guest regretted that no mention had been 
made during the debate of the work done by the school 
medi¢al departments of the L.C.C. and other education 
authorities which carried out health examinations. Chil- 
dren now growing up were better developed and better 
balanced than children often had been in the past. He felt 
that the dangers which were supposed to be lurking at 
present had been overstated. There never was a time when: 
the health of the people and particularly of the children 
had been better than it was to-day. 

Lord ONstow. speaking for the Government, said the 
high rate of disability per 100 persons in the survey of 





sickness included cuts, colds, and industrial accidents. The 
real rate was much lower. He pointed out that smallpox 
was hardly heard of now, and that since the immunization 
scheme introduced in 1942. the incidence of diphtheria had 
gone down. All parties in all Governments should share in 
the credit for the improvement which had occurred in the 
last few years. The high standard of health now enjoyed 
was largely due to the preventive measures introduced in 
this country and to the work of the local health authorities. 

After Lord DouGLas OF BaRLOcH had reaffirmed his con- 
viction that the general diet at present was not properly 
balanced and had deficiencies, the motion was withdrawn 
and the debate closed. 





Tuberculosis in Scotland 


Mr. MALCOLM MACPHERSON drew attention in the House 
of Commons on January 29 to tuberculosis in Scotland. He: 
said that in the post-war years there was a considerable 
increase in fts incidence, but during the last two and a half 
years there had been a sharp decline in notifications, in 
deaths, and in the whole incidence of tuberculosis in Scot- 
land. He was not sure whether the reasons behind that 
were even partly understood. He asked whether the use 
of B.C.G. should’ not be extended. — 

Commander T. D. GALBRAITH said the variations in the 
death rate from 1938 to the present day had been extra- 
ordinary. At present the policy was that there should be 
no general extension of the arrangements for B.C.G. vac- 
cination. It was a supplementary provision, and not an 
alternative to existing preventive measures of local health 
authorities. During 1950 23,735 persons were tested with 
a view to vaccination, and 4,500 were successfully vacci- 
nated. That continued on an increasing scale, but the 
value of the vaccine had not yet been satisfactorily scientifi- 
cally established. Four mobile radiography units had been 
added to the two static units in Edinburgh and Glasgow, 
and another two would shortly be in operation—one in the 
west and one in the north-east of Scotland. An additional 
1,173 beds had been provided in the last three years in hos- 
pitals and sanatoria, bringing the total number of beds for 
tuberculous patients to 5,967 on December 31. last. All 
but 286 of these beds were now fully staffed. Waiting-lists 
for admission to hospital had been reduced from 2,877 at 
the end of 1949 to 1,700 at the end of 1951. One hundred 
and eighty beds had been provided in sanatoria in Switzer- 
land, and the first group of patients flown out was due to 
return to this country in March. The great majority of these: 
would be fit to be discharged to their homes. In conclusion 
he affirmed that the Government intended to do everything 
possible to speed up the improvement which had recently. 
been obtained. 


Tribute to Lord Addison 


In the House of Lords on January 30 Lord SaLisspury 
moved that the House adjourn as a mark of respect to: 
the memory of the late Viscount Addison and in appre- 
ciation of his long and distinguished public service. He 
said such an adjournment was a very rare event, and the- 
procedure had last been invoked in memory of his own: 
father. Earl Jowrrr, Lord SAMUEL, and Lord WeBB-JOHNSON 
were among those who spoke in support, and the motion: 
was agreed to unanimously, and the House adjourned. 


Fees for Cremation Certificates 


Mr. JosepH REEVES moved on January 30 that leave be- 
given to introduce a Bill relating to cremation and to pur-- 
poses connected therewith. He said the Bill did not go- 
beyond the proposals made by the inter-Departmental Com- 
mittee which: had reported in 1950. It proposed that the- 


Home Secretary might. by regulations, prescribe maximum 
fees for the completion of medical certificates which the- 
regulations required. This would be done. after. consulta-- 
tion with the appropriate medical authorities. Mr. Reeves: 
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mentioned that whereas in 1902, when the Cremation Act 
was passed, 451 cremations took place in this country, in 
1951 over 100,000 were registered. 

The Bill was then read a first time without division. 


Efficiency of the Health Service 


Sir HERBERT WILLIAMS asked on January 31 what steps 
the Minister of Health proposed to take to restore the medi- 
cal service to the people to the standard of efficiency which 
prevailed prior to July 1, 1948, in view of the heavy 
increase in mortality in the first three years of the service 
as compared with the three previous years. 

Miss Pat Hornssy SMITH replied that after allowing 
for relevant factors in each of the periods specified the 
difference in mortality was extremely small, and Mr. 
Crookshank was unable to accept the implication in the 
question. 

Smoking and Cancer 


Commander C. FLETCHER-COOKE asked on January 31 
whether the attention of the Minister of Health had been 
drawn to the report of the Medical Research Council 
relating to the incidence of cancer of the lung among heavy 
smokers. 

Miss Pat Hornssy SMITH replied that Mr. Crookshank 
had been advised that there was not yet sufficient evidence 
of the exact relationship between heavy smoking and cancer 
of the lung to justify a publicity campaign. Further investi- 
gations were in progress. 


Cortisone.—Special supplies of cortisone are being given by 
the Ministry of Health to hospitals for treatment of certain eye 
diseases, but the treatment of rheumatism is still a matter for 
investigation in which the M.R.C. is co-operating. 

Ministry’s Annual Report.—It is hoped that the Ministry of 
Health’s next report will cover the 21 months from April 1, 1950, 
to December 31, 1951, 
Thereafter reports will relate to calendar years and be issued more 
promptly. 

Crematoria.—In England and Wales some 127 local authorities, 
or groups of local authorities, have applied for permission to 
build new crematoria since the war. No authorization has been 
given to any private company. 





Medico-Legal 








REFUSAL TO INCLUDE OPTICIANS IN LIST 


[FRoM Our MEDICO-LEGAL CORRESPONDENT] 


Two Glasgow ophthalmic opticians who had practised for 
27 and 25 years respectively before the National Health 
Service (Scotland) Act, 1947, came into force applied for 
their names to be included in the Health Service list, but 
had their applications rejected. They therefore brought an 
action against the Secretary of State fur Scotland and the 
Central Professional Committee for Opticians, on whose 
advice the Secretary of State acts in accepting or refusing 
applications, for a declaration that they were entitled to be 
included in the list. 

Lord Sorn dismissed the action on the ground that the 


Court could not inquire into the way in which the committee 


prepared themselves to advise the Minister any more than 
it could into advice coming from his other advisers. The 
opticians appealed to the First Division of the Court of 
Sessions.’ The First Division reversed Lord Sorn’s decision. 

The Court held that the Secretary of State had no abso- 


lute discretion to decide whether an optician who applied 


for inclusion in the list was qualified or not, but was bound 
to act on the committee’s advice. That meant he must not 
act against the committee’s advice. The Court could there- 
fore investigate whether the committee had acted illegally 
by directing its attention to the wrong issue or by failing 





1 The Scotsman, June 9. 


. A. O. M. Gilmour, MLB., G. L. Glasgow, M.B., J. H. 


and will appear before autumn, 1952.. 


to direct its attention to the right issue, or had acted oppres- 
sively by treating the applicants so unfairly and improperly 
that its finding must be set aside. The Lord President, in 
referring the action for trial, criticized the drafting of the 
regulations, which had inaccurately copied an English 
model. He said that.it was enough for the disposal of 
the appeal to say that it was impossible to hold that there 
was not a case for inquiry. 

This is a most important decision. It has established that, 
under the National Health Service (Scotland) Act at any 
rate, opticians who are aggrieved by exclusion from the list 
are not debarred from challenging their exclusion in the 
courts. 





Universities and Colleges 





— 





ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a quarterly comitia of the College held on January 31, with 
the President, Dr. W. Russell Brain, in the chair, Lord Moran 
was appointed representative to attend the Health Congress of the 
Royal Sanitary Institute to be held at Margate from April 22 to 
25; Dr. Noel Harris representative on the Council of the National 
Association for Mental Health; and Dr. C. A. Keele a member 
of the Poisons Board. 

The President announced the award of the Conway Evans 
prizes to Sir Gordon Holmes, F.R.S , and Professor S. P. Bedson, 
F.R.S. 

The following candidates, having satisfied the Censors’ Board, 
were elected Members of the College: H: Barcroft, M.D., R. A. 
Barker, M.B., S. Benaim, M.B., T. J. Bresnahan, M.D., D. J. 
Charley, M.D., R. S. Crow, M.B., P. S. Davis, M.B., F. E. 
Dische, M.B., R. A. Douglas, M.B., M. D. Eilenberg, M 
M. G. Fitzgerald, M.B., A. Freedman, M.B., W. M. Fyfe, -< 

H. 
M.B., G. J. Goldberg, M.B., J. H. Gough, M.B., C. H. 
M.D., O. P. Gray, M.B., Zaida M. Hall, B.M., J. I. 
Hoffman, M.B., K. Hugh-Jones, M.D., D. H. ‘Isaac, M.D., A. 
Johnson, M.B., T. W. G. Kinnear, M.B., P. J. B. Landy, M. 
H. G. LI. Lloyd-Thomas, M.B., Margaret R. Miller, M.D. 
Parkyn, M.B., Faith C. Poles, M.B., H. McL. Raffan, 
A. P. Roberts, M.B., G. A. Rose, B.M., I. P. Ross, 
Lieutenant, R.A.M.C., R. E. Rossall, M.B., J. T. Scott, MB. 
G. B. Sinha, M.B., L. B. Strang, M.B., P. Strickland, M.B., D. 
Sutton, M.D., Brenda D. Van Leuven, M.B., F. W. Walton, 
M.B., W. R. Wardill, M.B., A. Wiener, M.B., J. A. C. Wilson, 
M.B. 

Licences to practise were conferred upon 135 candidates 
(including 24 women) who had passed the final examination in 
medicine, surgery, and midwifery of the Conjoint Board and who 
have complied with the necessary by-laws of the College: 
A. C. D. Abdool Raman, L. D. Abrams, Pauline A. Adams, 
R. K. Allday, A. H. Askew, Margaret E. Atkins, Elizabeth R. 
Bakirgian, A. H. Barker, D. T. C. Barlow, W. G. Barry, F. J. A. 
Bateman, Bella Bernstein, Joan M. Bishop, A. S. Blake, H. M. J. 
Bogaerts, C. J. Booth, P. A. Bramley, Louise A. Brandram, 
D. W. Bray, L. H. Brearley, L. G. Brewster, A. MacD. Brown, 
C. G. Brown, Hilda M. Brunt, W. A. J. Bufton, C. V. Bullen, 
F. D’U. Burgess, T. K. H. Burnham, D. M. J. Burns, B. R. 
Carson, Stephanie J. Carter, C. E. Channon, A. R. Coshan, 
L. G. Couch, Barbara M. St. J. Coventry, E. Davies, Y. H. de la 
Bastide, E. M. Douglas, M. L. Ellis, J. R. Evans, A. Fairley, 
L. M. Fenton, K. Firth, Freda Fleischer, R. T. Gaukroger, 
A. H. Goodspeed, H. Graham, K. L. Granville-Grossman, 
Elizabeth 1. Greenlaw, J. D. V. Griffiths, W. G. Griffiths, J. W. 
Hallewell, A. C. Helme, Josephine C. M. Heylen, J. B. Hickling, . 
E. P. Hilary-Jones, J. A. Hotmeyr, P. N. A. Holden, D. J. C. 
Horwood, D. J. Hosking, E. G. Hughes, M. M. Husainee, 
P. E. Kapff, S. G. Kent, G. A. Kerr, R. S. Lambie, A. V. 
Large, P. Lebon, I. Lenox-Smith, W. G. Lewis, W. H. McBay, 
D. A: F. McGill, C. L. Mansfield, G. A. Marin, Elsa M. Mellor, 
Morag J. R. Millar, J. A. S. Mitchell, Eleanor Morrison, E. A. 
Murray, Joan M. Newton, Margaret A. Norman, 'O. K. Ogan, 
H. B. O'Neill, P. B. M. O'Reilly, R. B. Parker, Gillian F. 
Peacock, F. O. P. Pearce, R. D. Pearson, B. J. Penry, Anne T. A. 
Phillips, D. W. L. Phillips, K. R. S. Pool, T. P. S. Powell, 
G. H. D’A. Power, Sylvia E. Prebble, J. H. Price, R. J. H. 
Pritchard, Anne M. Ranken, D. S. Robinson, J. Robinson, A. R. 
Roffe, B. H. Ross, E. M. Rosser, £&. N. Rudland, G. J. Ryder, 
H. Schapira, G. G. Scott, Janet E. Sharp, N. E. Shaw, F. C. 
Shelley, A Sladen, E. D. Sonnenfeld, G. B. Sparke, E. M. 
Sproston, F. Stacpoole-Ryding, Mary J. Starbuck, G. F. Stone, 
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D. Stuart, G. V. Sutton, G. G. Tandy, Patricia M. Thompson, 
M. E. Tunstall, A. S. Viner, G. W. Waddy, R. S. Wambeek, 
R. W. Ware, C. D. Weeks, B. K. Wharton, G. T. Whitaker, 
D. C. Wilkins, D. F. Woodhouse, R. J. H. Xavier, J. E. York, 
S. A. A. Zaidi, L. M. Zinkin. 

Diplomas were awarded, jointly with the Royal College of 
Surgeons of England, to the following successful candidates: 

DipLomMa IN TropicaL MEpDICINE AND HyGiene.—A.-F. Abdul- 
Kadir, M. E. Barry, A. B. Dick, C. E. Hartley, Hla Tin, Maung 
Lwin, J. H. McLaughlin, R. N. Nauth-Misir, A. B..Paltrinieri, 
F. J. Wickremasinghe. ; 

Dip_oma IN Pustic Heattu.—J. P. Agrawal, Frances C. Myatt, 
T. A. Pace, A. C. B. Singleton, W. J. Smither, E. D. H. Williams. 

Diplomas in Psychological Medicine, in Laryngology and 
Otology, in Medical Radiodiagnosis, in Medical Radiotherapy, in 
Anaesthetics, in Industrial Health, in Pathology, in Ophthalmic 
Medicine and Surgery, and in Ophthalmology were also awarded, 
jointly with the Royal College of Surgeons Of England, to the 
successful candidates whose names were printed in the report of 
the meeting of the Royal College of Surgeons of England in the 
Journal of January 19 (p. 168). 


UNIVERSITY OF OXFORD 


The following degrees were conferred in Congregation on 
January 24: 

D.M.—M. Weatherall. 

B.M.—J. D. Abrams, M. L. Harris, R. G. Tucker, S. B. 
Furnass, G. J. Renwick, H. E. Emson, I. A. Hill, J. R. Billing- 
hurst, M. J. A. Menagé, D. E. P. Jones (in absence). 

Notices of University scholarships, fellowships, studentships, 
and prizes are printed in a Supplement to the Oxford University 
Gazette dated January 30. The list includes a number of scholar- 
ships, etc., of interest to medical students and practitioners. 


UNIVERSITY OF CAMBRIDGE 


Applications for Berkeley Bye-Fellowships for research in 
(a) medicine, or (6) any branch of natural science, excluding 
medicine, should reach the Registrary,. Gonville and Caius 
College, Cambridge, by April 1. Candidates must be male and 
not less than 26 years of age. The tenure of the bye-fellowship 
is from one to thrte years and the emoluments are from £500 
to £1,000 according to standing. 

The following degrees were conferred in Congregation on 
January 26: ; 

M.B., B.Cuir.—*M. W. A. Haward, R. F. Ingle, G. W. 
Pearson, *A. P. Blower, *D. M. J. Burns, *D. Churchill- 
Davidson, *A. Paneth, *L. P. Sheil, *J. A. J. Smith, *A. C. 
Beatty, *D. L. Harrison, *J. F. Higgins, M. J. F. Courtenay, 
R. T. Gaukroger, *K. E. K. Rowson, *K. J. Martin, *P. F. 
Plumley, *J. L. Somervell, J. D. M. Howat, *R. Keeley, *N. A. 
Miles, *C. W. Savile, *R. L. Huckstep, G. S. Banwell, *P. H. 
Swinhoe, *H. M. Gough, *J. W. E. Mark, *A, A. El Nakeeb, 
*K. A. Taylor, H. Gough-Thomas, G. P. Greenhalgh. E. B. D. 
Hamilton, *J. F. Andrewes, R. V. Fiddian, T. F. D. Oram, G. T. 
Whitaker, *J. C. B. Fenton, *Mrs. Christine M. Maxwell, Mrs. 
Gwenhwyfar Cole, Alison M. Harington, June M. Phillips, P. S. 
Greaves. 

*By proxy. 


UNIVERSITY OF LONDON 
The title of Professor of Biochemistry in the University has been 
conferred on Walter Thomas James Morgan, D.Sc., F.R.S., in 
respect of the post held by him at the Lister Institute of Preventive 
Medicine. 





Vital Statistics 








Infectious Diseases 


The chief variations in the number of notifications of 
infectious diseases in England and Wales during the week 
ending January 19 were increases in scarlet fever by 156 
and dysentery by 119, and decreases in acute pneumonia 
by 187 and whooping-cough by 45. 

A small rise in the incidence of scarlet fever was reported 
from every region except the northern, where a small fall 
occurred. The largest fluctuations in the returns for 
whooping-cough were rises in Warwickshire 66 and York- 
shire North Riding 34. There were 11 fewer notifications 
of diphtheria than in the preceding week ; the chief feature 


NUMBER OF CASES 





of the returns was a decrease of 3 in Cambridgeshire. Large 
fluctuations were recorded by a few counties in the number 
of notifications of measles, although the total for the country 
was only 12 less than in the preceding week. The largest 
fluctuations were a decrease in Staffordshire of 75 and 
Cheshire of 73, and a rise of 46 in Warwickshire. 

The number of notifications of acute poliomyelitis were 
8 fewer for paralytic cases and 7 more for non-paralytic 
cases than in the preceding week. The cases were more 
widely spread and involved 25 counties, compared with 19 
in the previous week. The largest returns were 3 in each of 
the counties: of London and Kent. 

Two fresh outbreaks of dysentery were reported from 
Wales during the week: Glamorganshire, Cardiff C.B. 22, 
and Pembrokeshire, Haverfordwest R.D. 12. “A further 
52 cases were notified from the outbreak in Norwich C.B., 
a rise of 21 above the total of the previous week. The other 
large centres of infection were London 56 (Islington 12, 
Fulham 10); Devonshire 45 (Exeter C.B. 23); Lancashire 
58; Yorkshire West Riding 28 (Leeds C.B. 10); Middlesex 
25: Southampton County 20 (Portsmouth C.B. 14); Surrey 
16; Leicester 15 (Leicester C.B. 10); Durham 15; Kent 13. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown thus ------- , the figures for 1951 and 
1952 thus Except for the curves showing notifi- 
cations in 1951 and 1952, the graphs were prepared at the 
Departmeni of Medical Statistics and Epidemiology, London 
School of Hygiene and Tropical Medicine. 













PNEUMONIA 

w is 
2 1951 PY 
S i} 
ee 
= i tA 
= , 2s 
3 —~ | Fees 
= ‘, Highest 1942-50 ; 
= : Qn Vand g 

Ned fn N-S ~ 





Lowest 1942-50 












0 4 8 2 6 2 4 2B 40 44 48 8 4 
WEEKS 1952 
MENINGOCOCCAL 
LWEECTION 
3 
Fa Ai vrighest 1942-50 
wu - 
2200} f 
« \ 
3 Ar LAY A, 
z 7. . * Hig 
= 100+ . af 
195K a a —d vy 
| “Lowest 1942 -$0° ste tt anal 
0 i 6 2 16 20 24 2 32 36 40 44 48 52 4 
WEEKS 1952 

















Fes. 9, 1952 





VITAL STATISTICS : Meee aaa 337 










NUMBER OF CASES 


WEEKS 


Scotland in 1949 s 


Chief causes of death in Scotland in 1949 were heart 
disease, cancer, cerebral haemorrhage, and tuberculosis in 
that order, according to the Annual Report of the Registrar- 


General. Almost a third of all the deaths were due to heart | 


disease ; the death rate from cancer was 185 per 100,000 of 
population—four above the rate for 1948. 

The infant mortality rate for 1949 of 41 per 1,000 of 
population was the lowest figure ever recorded in Scotland. 
It compares with a rate of 51 in Eire, 43 in Canada, 32 in 
England and Wales, 31 in the U.S.A., and 20 in Sweden. 

The number of deaths registered in Scotlafd during 1949 
was 63,488—an increase of 2,509 compared with the previ- 
ous year. This gives a death rate for the year of 12.3 per 
1,000 of population, 0.5 more than the rate for 1948. A 
comparison between the number of road accidents occurring 
in 1949 and in pre-war years shows an improvement. In 
1949 there were 517 deaths compared with an average of 
704 in 1931-5 and 653 in 1936. 

Deaths from the principal epidemic diseases were 569, an 
increase of 205 over the previous year, chiefly because of 
an increase in deaths from influenza and whooping-cough. 


Industrial Accidents and Diseases 


The nymber of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in. December, 1951, was 
99, compared with 117 (revised figure) in the previous month 
and 116 for December, 1950. Of these deaths 26 were 
underground in coal mines and 15 were in building 
operations. 

The following cases of industrial disease were notified 
during the month: lead poisoning 1, epitheliomatous ulcera- 
tion 7, chrome ulceration 10; total 18. There were no 
deaths (Ministry of Labour Gazette, January, 1952). 


Week Ending January 26 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 1,293, 
whooping-cough 2,573, diphtheria 27, measles 2,837, acute 
pneumonia 836, acute poliomyelitis 27, dysentery 547, para- 
typhoid fever 10, and typhoid fever 2. 


Census Changes.—Population figures obtained at the 1951 
census show that there are now 160 great towns (population over 
50,000) in England and Wales instead of 126, and 17 principal 
towns (population over 30,000) in Scotland instead of 16. There- 
fore the 19S2 figures for deaths, births, and stillbirths in these 
countries, published weekly in our Table, cannot be accurately 
compared with those for 1951, which are printed in italics. The 
160 great towns in England and Wales have a population about 
10% higher than in the 126. 


INFECTIOUS DISEASES AND VITAL ST ATISTICS 
Summary for British Isles for week ending January 19 
(No. 3) and corresponding week 1951. 


Figures of cases are for the countries shown and London administrative . 


county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative coumty. the 
17 principal towns in Scotland. the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the R 
England and Wales, Scotland, N. Ireland, and Bre. the Ministry of Hoan 
and Local Government of N. Ireland, and the Department of Health of E:re. 








































































































































































































CASES 1952 1951 

in Countries & Sa & aly 

codtonion | 33/3) 3/ ole] a3 2 (S12 (8 
Diphtheria . . 22; 3 11] 0! 42; 2 9 4 
Dysentery .. .. | 434 56 58] 6 727, 86) 132, 4 
Encephalitis, acute 3, 0 9 3) 0 
Enteric fever: % 

Typhoid . ty 4 d g 4 q 1 

Paratyphoid ae : 018 2) 0/5(B 
Food-poisoning ..| 123] 1 0| 66} 5 C 
Infective enteritis or 

ages is} 2 o| 1s 
Measles* .. —.. | 2,828] 44] 349| 145] 70}15,979'2185| 182| 53) 146 
Mee df a ae le 
— | 6 4 2 31} 1) 14 of 
Pneumoniat .. | 869] 43| 257] 10) 3,047 217| 757| 115] 43 
Poliomyelitis, acute: H 

rave | 3 Ababa} a bah si} ol} 2 
Puerperal fever§ ..| 232) 34, 7 Y 106) 8} 12 3} 64 
Scarlet fever .. | 1,211) 76 229) 1,009) 51] 194) 34) 77 
Tuberculosis : 9 

Respiratory ‘ie 96 145} 31 

Non-respiratory. . 17, 0 33 
Whooping-cough .. | 2,349] 82 346] 144 4.811) 452} 813 42) 90 

Sea 1952 1951 
in Great — 2 ; f # £ 
z 3 Ei Zz § z [ 3 z a 
Diphtheria... 0} | 0| 0| o 2 
Encephalitis, acute | 0 0} 0 
Enteric fewer - 0} 0| 
Infective enteritis or 

diarrhoea under 

2years .. tk. 18 2 Oo | 15) i | ft) 
Influenza ..  .. 45| 6 0| tf 1,099, 108 113| 83) 23 
Measles .... 0} i| oO 2 1 
Meningococcal infec- 

tion AS = o | 4 
Pneumonia .. | 279) 49: “7 Wf 8431 118 37 
Poliomyelitis, acute 7 oj 3 (0 Ce) 
Scarlet fever 0} 0 x 1 0 
Tuberculosis : 

Remco, |} un {iy 4» cE rE 
Whooping-cough .. 2 _ | 9 1 
Deaths 0-1 year .. 24) 29) 14, d _ 33, 45) 2 
a ed Si 866, ead 143) 195] epsbenline aks 
LIVE BIRTHS ... | 7.477|1213' 913] 212 “ a aaa 373 

















STILLBIRTHS . | 222 29) 90 26) | 


* Measles not notifiable in Scouand, ne SE 
influenzal pneumonia. 


t Includes primary and i 
§ Includes puerperal pyrexia 
¢ See ** Census Changes ”’ 
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First Appeal to Privy Council.—Dr. A. J. Daly has lodged 
an appeal with the Judicial Committee of the Privy Council 
against the decision of the Medical Disciplinary Committee 
of the G.M.C. to erase his name from the Register (Supple- 
ment, December 15, 1951, p. 264). This is the first appeal 
to be made under the Medical Act of 1950, which made 
appeal possible against decisions of the Disciplinary 
Committee. 


A New Quarterly.— Laboratory Investigation, a quarterly 
journal of technical methods and pathology, sponsored by 
the International Association of Medical Museums, will be 
issued this spring. Edited by a board appointed by the 
council of the association, the journal will be devoted to 
publication of the experimental techniques, original investiga- 
tions, and observations in the basic medical sciences. It 
will cover papers dealing with pathology, histochemistry, 
cytological and histological methods, tissue culture, electron 
microscopy, radioactive tracer methods, museum techniques, 
objective teaching methods, photographic and _ injection 
methods, cardiac anomalies, teratology, and comparative 
pathology. Laboratory Investigation will be published by 
Paul B. Hoeber, Inc., Medical Book Department of Harper 
and Brothers. Subscriptions will be $8 per year in the 
U.S.A. and counfries of the Pan-American Postal Union, 
$8.50 elsewhere. Subscriptions and inquiries for advertising 
space should be sent to the publishers at 49, East 33rd Street, 
New York 16, New York. 


Catalogues of Micro-organisms.—The Canadian Com- 
mittee on Culture Collections of Micro-organisms has pub- 
lished a directory and catalogue of collections maintained 
in Canada. A loose-leaf volume has been adopted to enable 
rearrangement and additions to be made. A directory of 
collections and list of. species maintajned in the United 
Kingdom and Crown Colonies has also been prepared. 
Details may be obtained from the secretary of the United 
Kingdom National Committee on British Commonwealth 
Collections of Micro-organisms (38, Old Queen Street, 
London, S.W.1). 


Emergency Bed Service: Applications and Admissions.— 
During the seven days ending February 4 the number of 
applications made by doctors to the London Emergency 
Bed Service for admission of patients was 1,240, of whom 
81.29% were admitted. A white warning, indicating that 
the percentage of admissions fell to 824, was issued on 
February 4. 


> 


COMING EVENTS 


Course on Chronic Rheumatic Diseases.—A concentrated 
week-end course, with lectures, ward rounds, and practical 
demonstrations, is being held at the Rheumatism Unit of 
St. Stephen’s Hospital on Saturday and Sunday, March 29 
and 30. The course is being opened by Sir Adolphe 
Abrahams, whose subject will be the rheumatic diseases in 
relation to general medicine. Details may be obtained from 
Dr. L. Cudkowicz, Rheumatism Unit, St. Stephen’s Hospital, 
S.W.10. 


Study Tour jg Italy, 1952.—The Italian Hospital Federa- 
tion has invited the International Hospital Federation to 
hold a study tour of hospitals in Italy this year. The tour 
will begin in Milan on Sunday, May 25, and will end in 
Genoa on Saturday, June 7, including visits to hospitals and 
allied establishments at Sondalo, Brescia, Sirmione, Bologna, 
Florence, and Rome. It is open to all members of the 
Federation and their families in the first instance; non- 
members will he able to take part only if numbers allow. 
The registration fee will be £1 10s. for members of the 


I.H.F. and for each member of their families. and £2 10s. 
for non-members. The total cost has not yet been esti- 
mated. Details may be obtained from the Federation, 10, 
Old Jewry, E.C.2. 





Strasbourg Summer School.—A summer school on “ the 
healthy family” will be held at Strasbourg, France, from 
August 6 to 20. The course is intended for teachers, nurses, 
health visitors, social workers, and all who are interested 
in the family as the basic social unit and in the factors 
conducive to its physical, mental, and spiritual health. The 
cost will be approximately £32, which includes registration, 
second-class travel from London and back, full board and 
lodging in the university hostel, and tuition. Further 
inquiries should be addressed to the Secretary, British 
Social Biology Council, Tavistock House South, Tavistock 
Square, London, W.C.1. 


IV Interamerican Cardiological Congress.—The congress 
will be held in Buenos Aires from August 31 to Septem- 
ber 7. Those who wish to participate in it as titular 
members should apply before April 1. The fee is $250 
(pesos). Members wishing to give communications must 
send before April 1 by way of the national society of 
cardiology to which they belong (or directly if there is no 
society of cardiology in their country) a summary of each 
work that must not exceed 200 words, and, if possible, written 
in Spanish or Portuguese and in English. All the correspon- 
dence should be addressed to the Administrative Secretary’s 
Office of the Congress, Larrea 1132, Buenos Aires. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 


concerned. 
Monday 


INSTITUTE OF PSYCHIATRY, Maudsley Hospi 
London, S.E.—February 11, 5.30 p.m., 
for postgraduates by Dr. E. Stengel. 

MEDICAL ped OF Lonpon, 11, Chandos Street, Cavendish 
Square, W.—February 11, 8.30 p.m., “« Assessment of Thera- 

utic Trials,” discussion to be introduced by Professor A. 
radford Hill and Dr. F. Avery Jones. 

Oxrorp UNiversity—At Radcliffe Infirma (Neurological 
Library), Oxford, February 11, 5.30 p.m., Film: “ Embr 
logical Development of the Eye,” by Dr. ‘George K. Smelser 
(New York). 


-. © Denmark Hill, 
ure-demonstration 


Tuesday 
BritisH POSTGRADUATE MEDICAL FEDERATION.—At London 
School of ere o =e Tropical Medicine, Keppel Street, 
Gower Street, February 12, 5.30 p.m., “ Growth of the 
Human at the Time of Adolescence,” by Dr. J. M. Tanner. 


CHELSEA CLINICAL Society.—At South Kensington Hotel, 
41, Queensgate Terrace, London, S.W., February 12, 8.30 p.m., 
Sth ordinary meeting of 55th session. "es Starvation,” * discussion 


to be opened by Sir Jack Drummond, D.Sc., F. RI. C., F.R.S. 
Illustrated with lantern slides. 

@INstiTuTE OF Dermato.ocy, Lisle Street, Leicester Square, 
London, , W.C.—February 12, 5.30 p.m., “Lupus Erythe- 
matosus,”” by Dr. B. Russell. 

INSTITUTE OF PHysics: ScottisH BrancH.—At The University, 
Glasgow, February 12, 7 p.m., “ Electron Microscopy,” by 
Dr. V. E. Cosslett, F.Inst.P. 

MANCHESTER Mepicat Society: SecTION OF SuRGERY.—At Large 
Some of Se ee Medical School, Manchester Universit ty. 
Ht ontengt p.m., “ Portal Circulation,” by Professor 
Milnes 1 By 


Royal COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W. 
—February 12, 5 p.m., “ An Interpretation of Statistical Trends 
in Tuberculosis,” Milroy Lecture by Dr. V. H. Springett. (See 


also February 14 
Wednesday 


@INsTITUTE OF DeRMATOLOGY, Lisle Street, Leicester uare, 
London, W.C.—February 13, 5.30 p.m., “ Mycology—Al ler, y 
and the Serological Diagnosis of Fungus Infections,” by 
Dr. R. W. Riddell. 

INSTITUTE OF PuHysics: 
Edinburgh, February 13. 7 p.m., 
Dr. V. E. Cosslett, F.Inst.P. 

INSTITUTE OF UroLoGy.—At St. Paul’s Hospital, Endell Street, 
London, WC., February 13, 4.30 for 5 p.m., “ Bladder 
Growths,” by Mr. R. Ogier Ward. 

MANCHESTER Mepicat Society: SECTION OF PaTHOLOGY.—At 
Physics Theatre, Medical School, Manchester University, 
February 13, 4.30 p.m., “ Some Aspects of the Pathology of 
Infantile Toxoplasmosis,” by Dr. E. G. Hall; “ The Diagnosis 
and Treatment of Congenital Toxoplasmosis,” by Dr. A. 
Macdonald 

Puysicat Society: CoLtour Group.—At Institute of Ophthal- 
mology, Judd Street, London, W.C., February 13, 3.30 p.m., 
65th science meeting. “ An Experimental Study of Colour 
Preferences,” by Dr. G. W. Granger. 


Scottish BraNcH.—At The University, 
“ Electron Microscopy,” by 
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ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 242, 
St. Vincent Street, Glasgow.—February 13, 5 p.m., “ Myas- 
thenia Gravis,” by Professor geo ilson. 

ROYAL SANITARY NSTITUTE, 90, Buckingham Palace Road, 
London, S.W.—February 13; 2.30 p.m., “ Port Health Control, * 
discussion to be opened by Dr. H. C. Maurice Williams. 

SCIENTIFIC Fitm AssociaTIOn.—At Meyerstein Lecture Theatre, 
ee a School, Horseferry Road, London, S.W., 
February 13, 5 p.m., film show: (1) “ Cardiac Output in 
Man”; 02) ** Blood Cells.” 


Thursday 


ALFRED ApLeR MepicaL Socirty.—At 11, Chandos Street, 
London, W., February 14, 8 p.m., “ The Aims of Therapy,” by 
Dr. James Moore. 

BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London 
School of oqeent and Tropical Medicine, Keppel Street, 
Gower Street, W.C., February 14, 5.30 p.m., “ Methods of 
Research in Industrial ‘Medicine,’’ by Dr. Donald Hunter. 

@HUunTEeERIAN Society.—At Savoy Hotel. Strand, London, W.C., 
February 14, 7 for 7.30 p.m., annual dinner. 

@iNstiTute oF CHILD HEALTH. Hospital for Sick Children, Great 
Ormond Street, London, W. e —February 14, 5 p.m., “ Burns,” 
by Mr. A. B. Wallace. 

@INSTITUTE OF a ~~ ay Street, 
London, W.C. Ft gy Rg 30 p.m., 
Bullous Eruptions,’ r. H. Hope, 

LIVERPOOL MEDICAL Searevuceon, 114, Mount Pleasant, a 
pool. —February 14, 8 p.m., ordina meeting. ‘ee Som 
Problems in Dermatology.” by Dr. R. B. MacKenna. 

RoyYAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W. 
—February 14, 5 .m., “ An st of Statistical Trends 
in Tuberculosis,” ilroy Lecture by Dr. V. H. Springett. (See 
also February 12.) 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C. ;—February 14, 5 p.m., “ Swellings of the Neck 
~ Cc ‘hildhood,” Hunterian Lecture by Sir Lancelot Barrington- 

ar 

ROYAL INSTITUTION, 21, Albemarle Street, London, W.—February 
14, 5.15 p.m., “ Respiratory Pigments,” by Professor H. Munro 
Fox, F.R.S. 

St. ANDREWS UNIversity.—At Lecture Theatre, Materia Medica 
Department, Medical School, Small’s Wynd, Dundee, Febru- 
ary 14, 5 p.m., “ The Child’s Heritage,” by Professor J. L. 
Henderson. 

St. GeorGce’s Hosprrat Mepicat ScHoot, Hyde Park Corner, 
London, S.W.—February 14, 4.30 p.m., lecture-demonstration 
in psychiatry by Dr. L. T. Hilliard. 


Leicester Square, 
“ Histopathology of 


Friday 


EuGenics Soctety.—At 26, Portland Place, London, W., February 
i. * Be. ~ 28 Genetics of Mental Deficiency,” Galton 
Lecture by Dr. J. A. Fraser Roberts. 

FacuLty oF RapioLoGcists.—At Royal College of Surgeons of 
England, Lincoln’s Inn Fields, London, ebruary 15, 
2.15 p.m., Radiodiagnosis Section Meeting. “ The Lateral 


Position in Chest omography,” by Dr. George Simon; 
— of the Middle Lobe Bronchus,” by Dr. G. Brian 
ocke. 


@INsTITUTE OF DERMATOLOGY, Lisle Street, Leicester Square, 
London, | , W.C.—February 15, p.m., “Lupus Erythe- 
matosus,’” clinical demonstration by Dr. B. Russell. 

@INSTITUTE OF DISEASES OF THE CHEST AND INSTITUTE OF 
CarpioLocy.—At London School of ae rd Tropical 
Medicine, Keppel Street, Gower oy February 15, 
5.30 p.m., “ Pulmonary Stenosis,” Dr. Paul Wood. 

KENT AND CANTERBURY HosPItaL, y ted an .—February 15, 
8 p.m., clinical meeting. 

OxrorD UNiversiTry.—At Magdalen College, Oxford, February 
15, 5 p.m., “ The Neurophysiological Basis of Mind, 
Waynflete Lecture by Professor J. C. Eccles, F.R.S 

RoyaL MEDICAL SOCIETY. : A oeqeg ty a Edinburgh.— 
February 15, 8 p.m., “ Addiction,” by M B. McAulay. 

UNIVERSITY COLLEGE, Physiology Theatre, yw Street. London, 
W.C.—February 15, 5.30 pan.. “ Some Recent British Contribu- 
gous in the Field of Pharmacotherapeutics,” by F. Bergel, 

Se. . 

West Lonpon Mepico-CHIRURGICAL SocieTy.—At Hammersmith 
Hospital, Ducane Road, London, W., February 15, 8 p.m., 
clinical evening. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Laws.—On January 29, 1952, at Sheffield, to Dr. Pamela Laws (formerly 
King), wife of Dr. John ; ws, a daughter—Susan. 

Lowe.—On February 3. 1952. at Simpson Memorial Maternity Pavilion, to 
Barbara (formerly Barlow), wife of Dr. R. C. Wilson Lowe, Hillwood, 
Clermiston Road, Edinburgh, @ son. 

Priest.—On February 3. 1952, at Leamington Spa, to Marianne (formerly 
Burgess), wife of Dr. Michael Priest, a daughter. 

Stradling.—On January 31, 1952, to Drt Peggy Snow, wife of Dr. Peter 
Stradling, a son. 

Whalliey.—On January 25, 1952, at Newcastle-upon-Tyne, to Joy (formerly 
Brooks), wife of Dr. G. Hamilton Whalley, twin brothers for Bruce— 
David and Peter. 


Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Attempted Suicide 2 


Q.—1In the event of a patient being seen, examined, and 
thought to be a possible case of attempted suicide. is there 
a responsibility on the medical pragtitioner to notify the 
police of his suspicions ? 


A.—The attempted suicide problem is a fairly common 
one, and raises an important issue on the fundamental 
relationship of mutual trust which is so important in general 
medical practice. It is true that attempted suicide is a 
misdemeanour, and that if information were laid to show 
that an attempt had occurred the police would have to make 
inquiries and could, if the evidence were sound, make a 
charge at the magistrates’ court: Little advantage would 
ensue either to the accused or to the police—and the 
spectacle is depressing. 

No statutory obligation exists to force a doctor’s hand 
in the matter, and the general practice (which has the tacit 
approval of the law) is for the doctor to treat, rather than 
report, his patient’s unhappiness. A form does exist in the 
Metropolitan: Police stations which asks a hospital to which 
an attempted suicide has gone for treatment to report the 
day of anticipated release. This is not obligatory—it is 
merely a request which forms a part’ of the police action 
already set in motion. It can hardly be ignored, but to 
reply to a request for information is not the same as’ to 
volunteer a breach of the confidence the patient has a right 
to expect of his doctor. Neither doctor nor hospital 
authority need start an inquiry. 


A History of Repeated Miscarriage 

Q.—A woman of 42 has had seven pregnancies, with two 
normal children, four miscarriages, and, in the last preg- 
nancy, a mongol who died shortly after birth. She wishes 
to have more children. Does this kind of history suggest 
that future pregnancies are likely to end by miscarriage 
or perhaps with an abnormal child? How should she be 
advised ? 

A.—If other causes have been excluded there is a real 
possibility that the abortions were due to malformations 
of the foetuses. At any rate the history is very suspicious, 
and, bearing in mind that the advanced maternal age also 
increases the risk, the chance of foetal malformation in the 
next pregnancy may well be very high. It is impossible to 
assess the risk accurately without more details about the 
abortions. The patient should be told that the history 
suggests that if she embarks on pregnancy she has a: much 
greater than average risk of abortion and foetal malforma- 
tion, but that a normal child is not impossible, The decision 
about further child-bearing is then a matter for the couple 
in question. 


Fits from African Worms 


Q.—What African helminthic infestations can give rise to 
Jacksonian epilepsy in man? How are they excluded? 


A.—Epileptic convulsions may arise from infection with 
Schistosoma haematobium and from cysticercosis (Taenia 
solium infection). The latter is rare in Africa. Infection 
with schistosomes can be escaped by avoiding exposure in 
infected water ; Taenia solium infection by avoiding under- 
cooked pork. The diagnosis of schistosomiasis is made by 
finding the eggs in the urine or the faeces. Skin sensitivity 
reactions may help to confirm the diagnosis. The diagnosis 
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of cysticercosis may be difficult. It is important to establish 
the history of possible exposure. Excision and examination 
of the subcutaneous nodules which may be present may lead 
to the identification of the larval stages of the worm. It 
may be necessary to examine the whole body, including 
the head, by radiographs in order to identify the shadows of 
calcified cysts. 
Boy or Girl? 

Q.—A well-developed healthy child was noticed at birth 
to have no scrotum. The child is now -3 months old. 
The penis and prepuce are well developed, slightly larger 
than usual for the age, but the skin posterior to the penis 
is smooth, and shows a slight dimpling in the middle line 
with a faint outline on the skin suggesting a vulva. No 
festes can be felt. How should the sex be established? 
What treatment is advised ? 


A.—If there was a maldevelopment of the penis and 
urethra, such as hypospadias, one would be more con- 
cerned with the possibility of pseudohermaphroditism. As, 
however, these appear to be normal it seems more likely 
that the condition is one of congenital defective or delayed 
development of the scrotum. In such a case I have seen 
the scrotum develop adequately after daily local inunction 
of 1 g. testosterone ointment (containing 25 mg. testosterone 
propionate to the gramme) for several weeks. If a scrotal 
sac is thus developed, it is not unlikely that the testicles will 
descend into it, but if not injections of geaadotrophins might 
be considered at a later stage. 

Speaking more generally, if the sex is in doubt, the only 
sure way of establishing it is to do a biopsy of the gonads. 
Where they are not externally palpable an abdominal 
laparotomy will be necessary. 


Multiple Myelomatosis 

Q.—What are the latest views on the aetiology, treatment, 
and prognosis of multiple myelomatosis ? 

A.—lIt is generally agreed that multiple myelomatosis is 
a malignant neoplasm arising in bone-marrow, histogenetic- 
ally related to the myeloid leukaemias and to the lymphoid 
tissue tumours. The cell type involved is believed to be 
an abnormal plasma cell. As in malignant disease gener- 
ally, the aetiology is unknown, and there is no satisfactory 
evidence that chronic infections, trauma, or exposure to any 
known irritants act as predisposing factors. 

Multiple myelumatosis is always progressive and fatal. 
The average duration-of life is three years, but some cases 
survive 10 years. Spontaneous remissions lasting several 
months may interrupt the progress of the malady, and in 
‘some cases the patients can lead almost normal lives for a 
large part of the course. Death is usually due to complica- 
tions such as renal failure, chronic urinary infection super- 
vening on compression paraplegia, intercurrent respiratory 
infections associated with chest deformities and multiple rib 
fractures, progressive anaemia, and sometimes haemorrhagic 
‘States. 

There is no specific treatment. Apart from the treat- 
ment of the various symptoms as they arise—for example, 
excision of growths encroaching on the spinal cord and 
nerves with resulting relief of paraplegia, or chemotherapy 
for intercurrent infections—radiotherapy offers the best 
chance of relieving pain, and may be given repeatedly in 
short courses to successively painful sites. When the pains 
become generalized and no longer within the scope of radio- 
therapy, some patients gain temporary relief from such 
drugs as stilbamidine isethivnate, urethane, oestrogens, 
nitrogen mustards, and radioactive phosphorus, the use of 
which requires close supervision, but in most cases these 
substances are of little help and may induce unpleasant 
side-effects. The particular circumstances of each case 
require careful consideration before prescribing a course 
of one of these drugs. Thus stilbamidine is said to be 
most effective when given in conjunction with a low- 
protein diet. which is clearly not desirable for a debilitated 
patient. Stilbamidine is also contraindicated if renal func- 


tion is impaired, which is frequently the case. The injec- 
tions cause sweating, tachycardia, and vasodilatation, and a 
common delayed effect is anaesthesia of trigeminal distribu- 
tion. Stilbamidine is therefore best avoided until other 
methods have been tried. Urethane may be given orally 
for long periods but often causes depression, anorexia, 
nausea, and vomiting. Like nitrogen mustard and radio- 
active phosphorus it induces leucopenia, and when these 
drugs are used repeated blood counts, including differential 
leucocyte counts, are a necessary accompaniment of treat- 
ment, 


NOTES AND COMMENTS 


Fatal Wasp Stings—Dr. A. M. Wootman (Switzerland) writes : 
In the answer to the question on wasp stings (** Any Questions ? ” 
November 17, 1951, p. 1231), treatment with ephedrine or iso- 
propyl-nor-adrenaline and an antihistaminic is recommended. 
It does not appear to be widely known that the intravenous 
injection of a-calcium salt can be as dramatic in affording relief 
as the injection of a preparation of the adrenaline type. In view 
of the dangers associated with intravenous injections of adrenaline 
derivatives, this method deserves wider recognition. Continental 
doctors are more calcium-minded than British doctors, and several 
reports on the calcium therapy of bee, wasp, and hornet stings 
have appeared in Continental literature. Some striking cases are 
described, for instance, by Schapschal, Serjakoff, and Kifaloff 
(Schweiz. med. Wschr., 1940, 70, 374). They employed the 
double salt of calcium gluconate and calcium lactate, and 
recommend intravenous injection of 10 ml. of the 10% solution. 

Our Expert writes: In my answer I emphasized the value of 
adequate subcutaneous adrenaline and intravenous aminophylline 
in the treatment of severe anaphylactic (allergic) reactions to 
wasp stings. The literature to which Dr. A. M. Woolman refers 
can be read in a summarized form in English in “* The Emergency 
Treatment of Bites and Stings with ‘ Calcium-Sandoz,’” issued 
by Sandoz, Ltd. (Switzerland). The results recorded are certainly 
quite striking, as Dr. Woolman points out. The value of calcium 
therapy in allergic conditions is debatable and has been the 
subject of much attention over many years, and on ihis subject 
Dr. R. A. Cooke, one of the leading American authorities on 
allergy, writes: “* First the blood calcium was said to be low in 
allergy, and when this was disproved it was then claimed that 
the amount of ionized calcium was too low. When this was not 
verified the idea was put forth that the ratio of calcium to other 
bases as potassium and sodium was abnormal. Actually there is 
no evidence that there is any disturbed calcium metabolism or that 
calcium therapy by mouth or vein has any effect on any allergic 
reaction ” (R. A. Cooke, Allergy in Theory and Practice, 1947, 
p. 548, London). Dr. L. Tuft, another leading American 
authority on allergy, writes: “* In spite of the absence of adequate 
laboratory or even clinical proof of its efficacy in allergic condi- 
tions, calcium therapy still is employed extensively in treatment 
of such allergic conditions as urticaria, angioneurotic oedema, 
and serum disease. Its value is doubtful” (L. Tuft, Clinical 
Allergy; 1949, p. 124, London). My personal experiences with 
intravenous calcium in acute allergic episodes of the angioneurotic 
oedema type have not been in any way so consistently or dramati- 
cally beneficial as is suggtsted by the literature to which Dr. 
Woolman draws our attention. I regret I cannot support Dr. 
Woolman. May I also comment on “ Continental doctors are 
more calcium-minded than British doctors"? This is certainly 
not my impression from recent visits to the Continent, 
although my experience is, of necessity, limited to individuals 
especially interested in allergic contiiens, individuals, I may add, 
of international fame. 


Correction.—The name of Dr. N. W. Rawlings, who has been 
promoted to Commander (Brother) in the Venerable Order of the 
Hospital of St..John of Jerusalem, was omitted from the list of 
promotions in, and appointments to, the Order published in the 
Journal (January 19, p. 160). 
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